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Neo-Synephrine 
hydrochloride—the 
reliable, long-acting vasoconstrictor— 
promotes aeration and aids 
free drainage of mucopurulent secretions in sinusitis. 
By opening occluded ostia, it clears the way for 
effective penicillin therapy. 


with 
CRYSTALLINE PENICILLIN 


Supplied on prescription as a freshly prepared 
buffered solution containing Neo-Synephrine 
hydrochloride 0.25% and Penicillin G Sodium 
1600 units per cc., in 15 cc. bottles. 
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Winnipeg. Man. 


Doctors 
Telephones 
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924 295 


For any further information refer to W. M. Collis, General Manager 


P.A.S. or Para-Aminosalicylic Acid 
(Sodium Salt) 


P.A.S. has a definite bacteriostatic 
action on tubercular bacillus ‘in vitro’. 
It has been given extensive clinical trial 
both alone and in conjunction with 
Streptomycin in the treatment of Tuber- 
culosis. THE VALUE of P.A.S. IS STILL 
UNDECIDED. 


References: Edinburgh Medical Journal (June, 1949). 
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AVAILABLE AT BRATHWAITES 
in the form of 15 grain oral tablets 
(Desbergers Ltd.) 


Promizole (P.D.) 
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Promizole is a valuable agent alone 
or as an adjunct to streptomycin in the 
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leprosy. 
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Antihistamines 


This class of drugs recently has been 
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for the common cold.” 


According to regulations established 
recently by THE DEPARTMENT OF 
NATIONAL HEALTH AND WELFARE 
OF CANADA, Antihistamines can be 
offered only for the symptomatic relief 
of allergic reactions which accompany 
the common cold. Prolonged usage 
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THE TREATMENT OF PINWORM INFESTATION 


“VARMILET’” 
Tablets 


Enteric coated tablets of Gentian Violet “Siosss" 


Infestation with pinworms is com- 
mon in children and not unknown 
in adults. The high incidence of in- 
festation revealed in recent surveys 
makes this condition a major public 
health problem. Symptoms may be 
entirely absent. Diagnosis is best 
established by using The National 
Institute of Health technique of 
stroking the skin-anal margin with 
a cellophane swab in the morning 
before bathing, and examining the 
swab for ova of the parasite. 


The demonstration of pinworms in 
one member of a family should 
render the entire family suspect, 
and all infested individuals should 
be treated simultaneously. 


Fortunately, 90% of cases can be 
cured within a short time with little 
inconvenience. Clinical records show 
that the most effective treatment is 
the administration of gentian violet, 
in the form of tablets. “‘Vermilet’”’ 
Tablets are specially made to pass 
undissolved through the stomach 
and to dissolve in the lower part of 
the ileum. 


pregnancy, and in the presence of febrile or debili- 
tating diseases, 


DOSAGE 


INFANTS:—Under three years of age, 3/20 gr. (9.6 
mg.) for each apparent year of age. For children 
unable to swallow a tablet, it is suggested that the 
tablet be concealed in a teaspoonful of oatmeal; 
the child will swallow the tablet with a bolus of 
the cereal. 


CHILDREN :—Over 3 years of age, 3/20 gr. (9.6 

mg.) for each apparent year of age, divided in three 

parts and taken before meals. From 10 to 16 years 

of age, one tablet of 44 gr. (32 mg.) three times daily 
‘ore meals. 


ADULTS:—Two tablets of gt. (32 mg.) three 
times daily before meals. % 


Repeat dose daily for 8 days, rest for one week, then 
repeat dose for additional 8 days. No patient should 
be discharged as cured unless 3 or 4 swabs, examined 
at intervals of a week apart, show absence of ova 


‘“VERMILET” 
Tablets 

Bottles of 200 and 500 tablets. 

A package of cote and literature a 


E.C.T. No. 409 * 
E.C.T. No. 410 


cribing 
ova will be = y upon request. 
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due to factors involved 


rectal therapy 


is often advantageous over other forms of administration. 


BRONCHO-RECTAL SUPPOSITORIES 


Each ADULT Suppository Each JUNIOR Suppository 
is equivalent to is equivalent to 
15 minims of Creosote 5 minims of Creosote 


VERMANCA SUPPOSITORIES 


Contain the bitter principles of Quassia (alpha and beta 
picrasmin) along with Quinine Sulphate. 


SEDANCA SUPPOSITORIES 


Each suppository represents: 
_ 1% grains 
Potassium Bromide _.................................... 1% grains 


AMINOPHYLLINE SUPPOSITORIES 


Presented in 334 grains and 7% grains strengths. 


cRouPY coucHs CROUPANCA SUPPOSITORIES 


Each suppository represents: 
grain %4 grain 
Infants Ext. Belladonna...1/20grain Ipecac % grain 
and Creosote... 5 minims 


Children 
CHLORANCA SUPPOSITORIES 


Each suppository represents: 
Mgdrate 5 grains 


Adults 
and 
Children 


ANGLO-CANADIAN DRUG COMPANY LIMITED 
OSHAWA CANADA 


The suffix ANCA will identify any of our products on a prescription. 
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When Your 
Patients Demand. . 


Whether your patients are Teen Agers who demand fashion’s newest 
creations, the Collegian who insists on a Sorority type or the man or 
woman with conservative tendencies... . 


Our Large and Varied 
Assortment of 


Frames 
and 
Mountings 


enables us to cater to the individual 
tastes and demands of your patients. 


and... 
the technique of Craftsmanship as 
we apply it to your prescription, is 
a guarantee of accuracy. 


MALLON OPTICAL 


(Jack Mallon) 
405 Graham Avenue Opposite Medical Arts Building 
Winnipeg Phone 927 118 
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NEW 
IMPROVED 
FORMULA 


MORE CALCIUM, IRON and TRACE ELEMENTS 
have been added to 


DIETARY SUPPLEMENT 


When the ‘ordinary mixed diet’ supplies ‘less than enough’ essential 
nutrients during any period of increased need, the daily administration 
of Dietary Supplement B.D.H. will provide a wide margin of safety. 


Each capsule contains: 


Vitamin A 1500 I.U. 
Pro Vitamin A 

(beta carotene) 1500 I.U. 
Thiamine Hydro- 

chloride 1.2 mgm. 
Riboflavin 1.0 mgm. 
Nicotinamide 10.0 mgm. 
Ascorbic Acid 25.0 mgm. 
Vitamin D 600 I.U. 


Calcium Phosphate 
Dibasic (212 grains) 165.0 mgm. 
Iodine 0.2 mgm. 


Each tablet contains 
the equivalent of: 
Ferrous Sulphate B.P. 
(5 grains 330.0 mgm. 
Copper 1.5 mgm. 
Manganese 2.0 mgm. 


One capsule and one tablet 
constitute a single dose. 


THE BRITISH DRUG HOUSES (CANADA) LIMITED 


TORONTO 


CANADA 
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OBSTETRICS 


Edited by R. Lyons, B.A., M.R.C.S., L.R.C.P., M.R.C.0.G. 


Obstetrical Forceps 
Their Indications and Dangers 
F. G. McGuinness 
M.D., C.M., F.R.C.S. (C), F.A.C.S., F.R.C.0.G. 

There is no more humane instrument than the 
obstetrical forceps. Since its introduction by the 
Chamberlens in the 16th century its construction 
has undergone many modifications. The original 
forceps had straight blades, a cephalic curve and 
a lock of the pin pattern. Levret introduced the 
pelvic curve in 1747. Smellie introduced the Eng- 
lish or bayonet lock. Tarnier introduced the axis 
traction rods in 1877. Milne Murray proved the 
axis traction principle mathematically, and in- 
numerable other changes have been made to meet 
individual fancy. In any given forceps which 
embodies all the essential mechanical advantages 
for delivery, the most important single factor, is 
not the type of forceps, but the hand behind the 
forceps. 

The indications for the use of forceps have like- 
wise undergone many changes and today one finds 
oneself applying this instrument for reasons that 
past generations would have called “meddlesome 
midwifery.” 

The indications presented here are based first 
on the classical concept for the application of for- 
ceps and secondly on the indications as they pre- 
sented themselves during the delivery of my last 
1,000 consecutive cases in private practice. 

The general indications for the use of forceps 
fall naturally under five headings: 

1. Faults in the expellent forces of the mother. 
This may be due to insufficient power of uterine 
contractions, faulty accessory abdominal muscles, 
such as diastasis of the recti abdominis, or both. 
It would seem that this muscular insufficiency is 
more commonly found in city practice than in the 
less privileged sister who is met in the public 
ward or who comes from the rural areas. 

2. Faults in the Passages. This may be due to 
the bony pelvis as encountered in contracted or 
malformed pelvis, or it may be due to obstruction 
caused by the soft parts. The experienced hand 
has no difficulty in differentiating. The bony ob- 
struction gives a feeling of stony immobility while 
the latter allows for a definite to and fro play 
when extraction is attempted. In the face of bony 
obstruction the capacity of the anterior and pos- 
terior pelvis, particularly at the outlet, should be 
reconsidered before extraction is continued. If 


the fault is in the soft parts episiotomy is indicated 
with subsequent careful repair. The time honored 
method of trying to maintain the integrity of the 
perineum, especially in primiparae, with the re- 
sultant stretching of the perineum and pelvic floor 
beyond the limit of elasticity with the resultant 
scar formation and gapping introitus, cannot be 
justified. 

. 3. Faults in the passenger. This may be pri- 
mary or secondary. The primary fault may be an 
abnormally large foetus or a child of normal weight 
with abnormally large cephalic measurements. In 
a series of many thousands of cephalic measure- 
ments I have been struck by the number of times 
that one sees a biparietal diameter of four or more 
inches instead of three and a half in an average 
sized child. The same may be said of the subocci- 
pito-bregmatic diameter which frequently exceeds 
three and three-quarter inches. These increased 
diameters have been encountered in subsequent 
children of the same mother. They are a definite 
cause of delay and are an indication for assistance. 

The secondary group includes those which pre- 
sent some degree of extension and the suboccipito- 
frontal or occipito-frontal diameters are attempi- 
ing to traverse the birth canal. This condition is 
found most often in posterior positions of the 
occiput. Here an attempt should be made to pro- 
duce flexion and the suboccipito bregmatic diam- 
eter substituted before forceps extraction is at- 
tempted. 

4. Conditions threatening the life of the mother, 
includes any condition which makes it inadvisable 
for the mother to exert herself in the second stage. 
These include especially cardiovascular-renal 
disease and acute and chronic pulmonary disease, 
etc. 

5. Conditions threatening the life of the foetus. 
There are three conditions usually considered 
under this heading; tumultuous movements, the 
passage of meconium in a vertex presentation and 
decrease in foetal heart rate. Of the first, little 
need be said, I have had it described by patients 
but have never seen it. The passage of meconium 
in a vertex presentation is a common place occur- 
rence, but unless it is accompanied by a change in 
foetal heart rate it is not necessarily significant. I 
have on innumerable occasions held my hand in 
the presence of a normal foetal heart rate and have 
seen no ill effects. The diminution of foetal heart 
rate is the one all important sign calling for inter- 
ference in the interest of the foetus. Any heart 
rate of 100 or less present between uterine con- 
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tractions calls for immediate assistance. The 
presence of a fast heart rate of 160 should be 
watched closely but does not present the imme- 
diate problem of the slowing foetal heart rate. One 
cannot overemphasize the importance of close 
supervision of~the foetal rate during the second 
stage, a procedure that is all too often neglected. 

An analysis of my last 1,000 consecutive de- 
liveries is as follows: 


Total number of deliveries -___......._.........-.-.---- 1,000 
Total number forceps applications —-........ 481 
481 Forceps Deliveries 
481 Forceps Deliveries 
Mid forceps _ 
Attercomme heed 3 
Manual rotation and forceps...» 
After flexion in brow pres 1 


Indications for Forceps 
481 Applications 

Prophylactic 
1 
After Tiexion in. brow pres 1 
Prolapsed cord 1 


Stillbirths and Neonatal Deaths in 
481 Forceps Deliveries 


Neonatal deaths 

Pulmonary haemorrhage 
Atelectasis, premature 
Spina bifida (meningitis) 
Intracranial haemorrhage 

It is obvious from the foregoing figures that the 
modern indications for the application of forceps 
are much more liberal than the classical ones 
already innumerated. It is these more modern 
indications that I wish to discuss. 

Insufficiency of the expelling forces is the most 
frequent indication for the application of forceps 
in private practice. It may be a primary condition 
or associated with a small pelvis or a large foetal 
head. Forceps should never be used as a matter 
of convenience but should be used solely in the 
interest of the mother or foetus. Can one justify 
the more liberal use of forceps if this statement 
be true? I think one can, by a critical analysis of 
one’s results. 

Good obstetrics from the maternal standpoint 
is preventive gynaecology. I am amazed by the 
small amount of maternal birth trauma en- 
countered in private practice. I have seen two 
cases of prolapsus uteri following delivery in 
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primiparae and both were in precipitate deliveries. 
Cystoceles, rectoceles and torn cervicies are a 
rarity. 

I consider there are two main obstetrical causes 
of prolapsus uteri. The first is precipitate labour 
in which the uterine supports are lacerated or 
traumatized. The second is the long drawn out 
second stage where the uterus tries in vain to com- 
plete the delivery and as a result stretches its 
supports beyond the limit of elasticity. Therefore 
im the interest of good obstetrics and preventive 
gynaecology assistance is called for. 

The old idea of allowing the foetal head to 
pound away on the pelvic floor or perineum until 
there are signs of exhaustion in the mother, or 
distress in the foetus, cannot be considered good 
obstetrics. 

I must, at this point make an observation. 
There are many men who aare skilled in 
the use of the obstetrical forceps, due either 
to post-graduate training or opportunity in 
private practice. There are many others who have 
no special training and who do a limited amount 
of obstetrics or perchance deliver the occasional 
case. To the former I say that the early skilful 
application of forceps wiil do less harm to both 
the mother and the foetus. To the latter I say 
that masterful inactivity is the better treatment. 
This at least should be our teaching to under- 
graduates or graduates without special training. 

What then should determine the time of inter- 
ference? If the foetal head has undergone internal 
rotation and the sagittal suture is in the antero- 
posterior diameter with the occiput in front and 
the head has been on the perineum for one hour 
without definite advancement I consider that 
forceps are indicated. In this the simplest of all 
forceps applications, if the forceps are applied in 
the vertico-mental diameter of the foetal head 
with the tip of the blades well down on the 
mandible, it gives added protection against lateral 
pelvic pressure and minimizes the overlapping of 
the parietal bones. If at the same time an episiot- 
omy is done it reduces the amount of over-lapping 
of the frontal and occipital bones by the parietals. 

It is in these two directions, laterally and antero- 
posteriorly, that stress and strain is transmitted to 
the foetal head during labour. This tact may be 
verified by examining the overriding of the bones 
of the vault of the skull during a strong second 
stage contraction. There are three structures that 
resist abnormal compression of the foetal head, 
the parietal bones, the interosseous membrane and 
the dural septa. The dural septa, the falx cerebri 
and the tentorium cerebelli are the main structures 
resisting excessive moulding. One need only cut 
a window in the parietal bones and remove the 
cerebral hemisphere of a stillborn foetus and apply 
pressure in these two directions and watch the 
triangular area at the junction of the free margin 
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of the falx and tentorium, where I have shown in 
a previous article that 92.5% of intracranial injury 
occurs, to make one realize that any procedure 
that will reduce pressure in these two directions 
without additional risk to the mother or foetus is 
indicated. 

The dural septa will stand gradually increasing 
intermittent pressure amazingly well, but will not 
stand long continued compression as seen in the 
improper use of forceps, or sudden severe pressure 
as one sees in precipitate labour or quick delivery 
of the after coming head. 

The second most common indication for the ap- 
plication of forceps is the head that becomes 
arrested in the cavity due to failure of complete 
rotation. One may find the sagittal suture in the 
oblique diameter or more often in the transverse 
diameter of the pelvis. If the foetal head remains 
in the transverse and fails to rotate it often does 
so because a large caput has formed during the 
first stage and subsequent moulding has been 
asymmetrical in the second stage. As a result the 
normal mechanism of internal rotation no longer 
holds, as in a symmetrical head, and assistance is 
called for. 

When assistance is given in these cases it should 
be done so by one who is especially trained. There 
are three methods which may be adopted. The 
first of applying the blades pelvically with one 
blade over the face and the other over the occiput 
need only be mentioned to be condemned. The 
second method of rotating with forceps especially 
designed for this procedure gives good results in 
the hands of some who have perfected this opera- 
tion. The third method, and the one I prefer, is 
to rotate the head manually until the sagittal 
suture is in the antero-posterior diameter of the 
pelvis and apply forceps in the corrected position. 
If the occiput is to the left the right hand should 
be used and the left blade applied first. If the 
occiput is to the right the left hand should be 
used to rotate the head and the right blade applied 
first, well against the head, to keep it from rotating 
back to its original position. After the left blade 
is applied the handles are recrossed. 

When should assistance be given in these cases? 
Usually, a head that does not rotate during two 
hours in the second stage is not going to do so. 
During this time every measure to produce flexion 
should be employed, binder, posture, etc. Failing 
these, assistance is indicated. 

The problem of what to do with a persistent- 
occiput-posterior position, in which the sinciput 
has rotated to the front and the occiput is in the 
hollow of the sacrum is worthy of special atten- 
tion. Is one ever justified in delivering with 
forceps in this position? I think the answer is yes, 
in selected cases. It is 2 common observation that 
about 25% of persistent-occiput-posteriors will 
deliver themselves spontaneously in one of two 


ways, either the occiput slips over the perineum 
and the head is born in extension or the glabella 
fixes under the symphysis and the head is born 
in flexion. The reason for this will usually be 
found in the size of the foetus or the type of 
pelvis. Generally speaking if the pelvis is 
anthropoid with a roomy posterior pelvis forceps 
should be applied with the occiput in the posterior 
position. Special attention must be given to the 
direction of traction in these cases. The direction 
of traction should be made well back against the 
perineum. If they are brought too far forward 
they may slip and injure the pelvic floor and 
sphincter. If the persistent position is found 
in an android or small gynecoid pelvis, rotation of 
the body bringing the occiput into the anterior 
position is the better treatment. 


Dangers 


In considering the dangers associated with the 
application of forceps one should keep in mind 
both the function and prerequisites of the instru- 
ment. Before forceps are applied, the os should 
be fully dilated, the membranes should be rup- 
tured, there should be no marked disproportion, 
the head should be engaged, the occiput should 
preferably be anterior, the uterus should be con- 
tracting, the bladder and rectum should be empty. 
If these conditions are present there should be 
very little danger of injury to the mother. However, 
all too often they are neglected. The application 
of forceps before the cervix is fully dilated, except 
in every execptional circumstances, is an unfor- 
givable sin. It is the cause of bilateral laceration 
of the cervix, a common cause of obstetrical shock, 
and a cause of prolapsus uteri. If the forceps do 
have to be employed before full dilatation is 
present gentle traction should be employed and 
the cervix teased over the head by the disengaged 
hand. No woman should be delivered until she 
has been catheterized. Trigonitis is a common 
puerperal sequelae even if the patient’s bladder 
has been emptied. It is most marked in women 
with a large subpubic angle. If the bladder is full, 
trauma is increased, the anterior vaginal wall is 
injured and cystocele is more frequent. On expul- 
sion or expression of the placenta, urine is often 
expelled which trickles back into the vagina and 
is a potential source of infection. The danger of 
post-partum haemorrhage is increased if the foetus 
is extracted from the uterus in the absence of a 
contraction. 


The dangers to the foetus are in direct propor- 
tion to the skill of the operator. The laws for the 
use of forceps should be scrupulously observed. 
The blades should be applied in the vertico-mental 
diameter. Forceps are an assistance to and not a 
substitute for uterine contractions. The main 
function of forceps is traction, all others are 
secondary and should be avoided as much as pos- 
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sible. If the uterine contraction is eighty per cent 
efficient only twenty per cent traction is neces- 
sary. If traction is made in the absence of a con- 
traction one hundred per cent traction is required. 
With traction goes compression and compression is 
in direct proportion to the amount of traction. 
Compression is to be avoided as much as possible 
and if a butterfly screw is used on the handles 
this should be released between attempts at extrac- 
tion. If we examine for a moment what goes on 
in the head of the foetus during a second stage 
contraction we find that the parietal bones over- 
lap the frontals in front and the occipital behind 
and overlaps one another, as a result, the intra- 
cranial volume is decreased, the medulla oblongata 
is forced down into the foramen magnunyand the 
blood and cerebrospinal fluid is reduced producing 
a cerebral anemia. Nature has wisely seen to it 
that a contraction lasts only part of a minute and 
the diastole is sufficiently long to allow for re- 
establishment of the cerebral circulation. Cog- 
nizance of these facts should be taken during 
difficult forceps delivery. 

After forceps are applied and traction is made 
it is a wise precaution to auscultate foetal heart 
sounds. This simple procedure has, on several 
oceasions, disclosed the presence of a occult pro- 
lapsed cord which was caught between the blade 
and foetal head. 

The oblique or antero-posterior application is 
a definite added risk to the foetus. The handles 
of the blades do not come well together and as a 
consequence intra-cranial pressure is accentuated 
and trauma is increased. 


Forceps applied to the aftercoming head do not 
give the same protection as in a vertex presenta- 
tion. Compression in this instance is in the 
biparietal diameter and the vault of the newborn 
is much less resistant. 

A very important cause of injury to the foetus 
is the type of forceps employed. On examination 
of innumerable pairs of forceps I have.been im- 
pressed by the number that are mechanically im- 
perfect. The three most common defects found 
are, first, that the tips of the blades are either 
too close or too wide. They should be 5sths of an 
inch apart. Secondly, that the widest distance 
between the blades is less than 3% inches and is 
therefore too small to accommodate the bi-parietal 
diameter of the foetal head and compression is 
accentuated. Thirdly, that the axistraction, if 
prolonged, does not pass through a point at the 
junction of the proximal third and distal two thirds 
of the fenestra. 

The facts outlined in this presentation are 
brief and I hope to the point. They are presented 
with the hope that constructive criticism will 
follow. 


Summary 

1. A brief presentation is made in which the 
classical concept and the modern indications for 
forceps are presented. 

2. An analysis of 1,000 consecutive cases in 
private practice is given. 

3. The dangers to the mother and the foetus 
both with and without the use of forceps are 
discussed. 


ANAESTHESIOLOGY 


Abstract 


Anaesthesia in Traumatic Conditions 
F. F. Foldes, M.D., Pittsburgh, Pa. 
Arch. Surg., Vol. 59, No. 4, Oct., 1949, p. 843-855 

The underlying principles and general con- 
siderations of anaesthesia in traumatic surgery are 
presented by the author under the following head- 
ings: 

1, Preparation of Patient—The treatment and 
correction of shock is an essential preliminary of 
anaesthesia and operation in traumatic conditions. 
A careful history taken from the conscious patient 
or from persons able to give pertinent information 
is followed by a thorough physical examination 
and necessary and feasible laboratory examina- 
tions. Such an examination often reveals condi- 
tions that need attention more urgently than the 
injury which was first considered to be of primary 
importance. If the injury followed a heavy meal 
the stomach should be emptied whenever possible. 
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The treatment of shock includes administration 
of analgesic and sedative drugs and if general 
anaesthesia is to be employed these drugs should 
be supplemented by parasympathetic depressants, 
atropine or scopolamine to diminish respiratory 
and gastrointestinal secretions and reduce vagal 
irritability. The additive effect of analgesic and 
sedative drugs is cautioned against for shocked 
patients because of the cumulative depressant 
action that may result. Morphine is especially 
dangerous in this respect. 


2. Anaesthetic Agents—The agents are divided 
into two groups (a) those used in local and regional 
anaesthesia including procaine, metycaine, ponto- 
caine and nupercaine and cold in the form of ice 
packs. (b) The general anaesthetic drugs are 
divided into inhalation, intravenous and rectal 
agents. The most commonly used gaseous inhala- 
tion agents are Nitrous Oxide, Ethylene and 
Cyclopropane. Nitrous Oxide and Ethylene, mixed 
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with at least 20 per cent Oxygen produces moderate 
analgesia and amnesia but poor -,elaxation. 
Cyclopropane produces much deeper analgesia but 
sometimes inadequate relaxation. 

Ether, Vinyl ether (Vinethene) and Chloroform 
are fluids with low boiling points and their vapours 
are used as inhalation agents. They are capable of 
producing deep anaesthesia with adequate relaxa- 
tion. 

Thiopental sodium is the almost exclusively 
used intravenous anaesthetic agent. It produces 
good amnesia, but only fair analgesia and poor re- 
laxation. Laryngeal spasm occasionally occurs due 
to an increase in reflex irritability of the vagus 
nerve under light anaesthesia with this agent. 


Tribromethanol solution (Avertin) is the most 
often used rectal analgesic agent, but it has little 
place in anaesthesia for the surgical treatment of 
traumatic conditions. 

The use of Curare and curare-like agents to 
produce good muscular relaxation is mentioned 
but because of frequent transient respiratory 
paralysis the author feels these drugs should be 
used only by trained personnel and when ade- 
quate equipment for oxygen administration endo- 
tracheally is available. 

3. Methods of Anaesthesia—Conduction anaes- 
thesia comprises local infiltration, regional block, 
nerve block, epidural and caudal anaesthesia. The 
employment of local infiltration and regional block 
is often used in the reduction of closed fractures 
or the suturing of tissue lacerations. Caudal block 
has not been used frequently in cases of trauma. 
The use of nerve block is gaining increasing popu- 
larity in the surgical treatment of trauma. Brachial 
block anaesthesia makes it possible to work in 
comfort on patients who still maintain to some 
extent the voluntary muscle movements of the 
involved limb, which is helpful in cases of injuries 
of the tendons and nerves. 

Spinal anaesthesia should be used with great 
caution in traumatic surgery and should be limited 
to cases involving the pelvic girdle and the lower 
extremities with a spinal level not higher than the 
tenth dorsal segment. 

Refrigeration anaesthesia may be used when 
amputation of a limb is to be performed for ex- 
tensive crush injury, gangrene or overwhelming 
infection. 

Inhalation anaesthesia may be administered by 
the open, semi-closed or closed techniques. The 
main advantage of the open technique is the low 
resistance in the way of respiration. This method 
is indicated for extremely young and extremely 
old and debilitated patients. 

The semi-closed method is a transition between 
the open and the closed techniques and combines 
some of the advantages and disadvantages of these 
two methods. 


The advantages of the closed method of inhala- 
tion anaesthesia are its economy, the ease with 
which a constant plane of anaesthesia can be main- 
tained, its applicability to gaseous anaesthetic 
agents, the high oxygen concentration and the pos- 
sibility of positive pressure anaesthesia. The 
disadvantages are greater stress on respiration and 
circulation, greater explosive hazard and greater 
danger of overdosage in unskilled hands. This 
method may be used with or without an endo- 
tracheal tube. When the injury interferes with a 
free airway and general anaesthesia has to be used, 
the endotracheal tube is inserted after cocainiza- 
tion of the pharynx and larynx before the start 
of anaesthesia. Injured patients tolerate hypoxia 
or anoxia poorly and if the insertion of an endo- 
tracheal tube is technically impossible at the onset 
of hypoxia, there should be no hesitation in insert- 
ing a tracheotomy tube. 

Positive pressure anaesthesia is indicated 
wherever the injury involves the pleural space or 
when the corrective procedure involves the inten- 
tional or accidental opening of the pleural space. 
Care should be taken that the pressure should not 
be excessive and that it should be administered 
intermittently. The seriously injured patient does 
not tolerate continuous positive pressure over a 
prolonged period. The important thing is to inflate 
the lung of the open side intermittently and keep 
it inflated while airtight closure of the pleura is 
being carried out. 

Intravenous anaesthesia is usually induced with 
Thiopental sodium and more recently procaine 
hydrochloride is also being used to produce anal- 
gesia suitable for the completion of minor pro- 
cedures. Thiopental sodium alone is useful in some 
surgical procedures but in safe concentrations its 
analgesic potency is low and pain reflexes originat- 
ing in the skin are obtunded poorly. For painful 
procedures it is advisable to combine it with local 
or nitrous-oxide—oxygen anaesthesia. Laryngeal 
spasm is a frequent complication if painful pro- 
cedures are carried out under Thiopental sodium 
anaesthesia. 

In recent years, various neuromuscular depres- 
sants have gained a widespread use in anaesthesia. 
Curare (intocostrin) and d-tubocurarine are the 
best known of these agents. They are always used 
in combination with other agents and it is well to 
remember that the dose of these agents is much 
less when used in combination with ether or thio- 
pental sodium. Since the margin between the dose 
producing muscular relaxation and that producing 
respiratory depression is often small, it is wise to 
administer the expected amount in fractional doses 
and to stop when the necessary relaxation is ob- 
tained. The use of neuromuscular depressants 
without an endotracheal tube is dangerous. 

4. Choice of Agents and Methods—The choice 
of the most suitable agent and method of anaes- 
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thesia depends on age, physical condition, possible 
underlying pathological processes, site of the 
injury, extent of the surgical procedure, available 
drugs and equipment and the familiarity of the 
anaesthetist with the different methods. It is better 
for the anaesthetist to use a method that would be 
perhaps a second choice than to use agents or 
methods that might seen to be indicated but with 
which he is less familiar. 

5. Conduct of Anaesthesia — The author dis- 
cusses the important factors in the conduct of 
anaesthesia in the injured patient. These are (a) 
quiet induction to avoid starting fresh haemorrhage 
or increasing deformity, (b) carry the patient in 
the lightest possible plane of anaesthesia, (c) ade- 
quate oxygenation, (d) adequate relaxation and (e) 
early recovery of consciousness after the end of 
operation. Special attention should be given to 
the circulation during anaesthesia by maintenance 
as near as possible of normal blood volume. This 
should be done by the judicious administration of 
blood, plasma or dextrose solutions. 

6. Possible Complications — One of the most 
frequent complicating factors is hypoxia. This can 
be due to mechanical interference with the airway 
(obstruction or laryngeal spasm), respiratory de- 
pression from injury, the anaesthetic agent or 
method, loss of blood, circulatory failure, lack of 
oxygen in the inhaled mixture, pneumothorax or 
reduction of the respiratory surface. 

Aspiration of stomach contents, blood, pus or 
foreign bodies is also encountered in injured 
patients. This complication might require broncho- 
scopy before the surgeon can proceed with the 
corrective procedure. Operative shock and hyper- 
sensitivity to anaesthetic agents have been men- 
tioned and last, but not least, chronic alcoholism 
must also be mentioned because of the frequency 
in which injuries are sustained in this group of 
patients. 

7. Postoperative Care—To a certain extent, the 
immediate postoperative care is also the responsi- 
bility of the anaesthetist. Shocked patients 
should be treated before leaving the operating 
flat and to avoid unnecessary moving, their beds 
should be wheeled into the operating room. 

The anaesthetist should prescribe the neces- 
sary analgesic and sedative drugs. The judicious 
combination of analgesics and sedatives will mini- 
mize respiratory depression and provide comfort 
for the patients with relatively small quantities of 
drugs. 

The conduct of anaesthesia for specific regions 
of the body is discussed quite fully. For injuries 
of the head, face, jaw and neck where there is no 
respiratory embarrassment and no respiratory ob- 
struction expected, local anaesthesia, field or nerve 
block alone or in combination with Pentothal 
sodium is preferred. If there is any respiratory 
obstruction endotracheal anaesthesia with ether or 


thiopenial sodium with endotracheally admin- 
istered nitrous oxide and oxygen is favored. For 
penetrating injuries of the chest the author feels 
that ether administered via an endotracheal tube is 
the anaesthetic of choice. Unless there is acute 
hypoxia, the collapsed lung should not be expanded 
until the surgeon has access to the pleural cavity 
for fear of starting fresh bleeding that might be 
fatal unless it can be dealt with immediately. 

For non-penetrating chest injuries and injuries 
to the back and spine and spinal cord some kind of 
conduction anaesthesia should be used whenever 
possible, supplemented as necessary with oxygen, 
nitrous oxide and oxygen or thiopental sodium. 
Spinal anaesthesia should be avoided in all cases 
in which the spine or spinal cord or brain has, or 
might be injured. 

The anaesthesia of choice in operations on the 
arm and hand is brachial block but for extensive 
operations the use of general anaesthesia, often 
with an endotracheal tube, is necessary. Closed 
reductions of fractures and dislocations may be 
done under light thiopental sodium anaesthesia. 


Low spinal anaesthesia is recommended for 
simple injuries of the pelvis and lower extremities 
and cyclopropane for extensive crush injuries es- 
pecially if the patient is in shock. In cases of 
extensive crush injuries, gangrene and anaerobic 
infections of the lower extremities requiring ampu- 
tation, refrigeration anaesthesia proves to be use- 
ful. Absorption of toxins is thereby diminished 
and the general condition of the patient is im- 
proved. 

Experience has shown that light thiopental 
sodium carefully administered is better tolerated 
than ether in debridement of extensive burns. 
Procaine hydrochloride is also mentioned as a use- 
ful procedure in the dressing and debridement of 
burns. 

Trauma is often accompanied with thrombo- 
phlebitis or with phlebothrombosis of the lower 
extremities. Paravertebral sympathetic block is 
recommended as a valuable adjunct in the treat- 
ment of this complication. 

In summary, it should be emphasized that pre- 
anaesthetic examination, pre-anaesthetic medica- 
tion, choice of anaesthesia, conduct of anaesthesia 
and post-operative care are equally important 
corollaries of the surgical treatment of the injured 
patient. Good oxygenation and the prevention of 
aspiration of blood and foreign material are per- 
haps the two most important considerations in the 
conduct of anaesthesia. If the anaesthetist remem- 
bers that the order of importance is the safety 
of the patient, making the work of the surgeon as 
easy as possible and lastly, the comfort of the 
patient, then he has done his duty to the seriously 
injured. 


R. G. W. 
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MEDICINE 


The Effect of Dicoumarol and Salicylates 
Given Together on the Prothrombin 
Concentration of Human Blood 


Paul Green, B.A., M.D. 
Deer Lodge Hospital 

The discovery of dicoumarol by Link and his 
associates is one of the brilliant chapters in medi- 
cine, and is gracefully described by Link, himself. 
It began with the observation of the veterinarians 
on a bleeding disease occurring in cattle who had 
eaten spoiled sweet clover. Link was able to show 
that the bleeding was associated with a very low 
concentration cf prothrombin in the blood of these 
animals, and he was able to isolate, identify and 
finally to synthesize the substance, dicoumarol, in 
the clover that was responsible. However, the 
mechanism by which dicoumarol produces hypo- 
prothrombinemia has not been clearly elucidated. 
One of the early suggestions was that dicoumarol 
was split into two molecules of salicylic acid and 
that this substance was the active part of the 
chemical. However, it was soon shown that 
dicoumarel had many times the activity of 
salicylates in lowering prothrombin concentration, 
and that salicylates were not found in the urine 
after dicoumarol was given. Link, in 1943, how- 
ever, did show? that salicylates in rats would re- 
duce the blood prothrombin. A similar demonstra- 
tion was made in humans’. However, the degree 
of hypoprothrombinemia produced in humans by 
salicylates has been variable, and there is some 
evidence for believing that concomitant disease, 
especially pyrexial disease, may have a potentiating 
effect on the prothrombin reducing power of the 
salicylate*. Jaques' showed that dicoumarol 
given intravenously or by mouth to rabbits pro- 
duced hypoprothrombinemia. Salicylates given 
by mouth also did so, but did not produce lowering 
of the prothrombin concentration of the blood when 
given intravenously. He further demonstrated 
that if sulfasuccidine was given, salicylates then 
did not lower blood prothrombin when given by 
mouth. He concluded from this that the salicylate 
was converted into dicoumarol or a dicoumarol-like 
substance by the bacterial flora of the intestinal 
tract. It does not seem likely, however, that the 
salicylate is converted into dicoumarol because the 
hypoprothrombinemia due to dicoumarol is re- 
sistant to large doses of vitamin K, whereas the 
hypoprothrombinemia associated with salicylates 
responds readily to small doses of vitamin K. 

The dosage of salicylate that will produce hypo- 
prothrombinemia is rather large, being on the 
order of ten grams a day. 

We had noticed that some patients receiving 
therapeutic doses of dicoumarol sometimes showed 


inexplicable decreases in their prothrombin levels, 
and a study of their charts showed that they had 
been given salicylates in small doses for pain. As 
we were unable to find any reports on the effect 
of dicoumarol] and salicylates combined, in the 
literature, we undertook to investigate this prob- 
lem. Our aim was to find patients who would 
maintain steady levels of prothrombin on the same 
daily dose of dicoumarol, and while maintaining 
this steady dose of dicoumarol, find out what wou'd 
happen when we gave them salicylate in addition. 
It was not easy to find such cases, because of the 
understandabie reluctance of the clinicians to 
allow simple investigation to interfere with the 
clinical conduct of a case. However, we finally 
were able to gather six cases which permitted 
some observations to be made. These patients 
were afebrile when salicylates were given. 

Prothrombin estimations were aone by the one- 
stage Quick method, using Difco thromboplastin, 
which we have found gives consistent control times 
of around 15 seconds. The prothrombin concen- 
tration was reported in %. This was calibrated by 
using pooled normal human plasma, and making 
serial dilutions with plasma whose prothrombin 
had been removed by absorption on barium sulfate. 

Case 1. This man had a thrombophlebitis as- 
sociated with polyarteritis nodosa. He was rather 
resistent to dicoumarol. On 100 mg. a day his 
prothrombin tended to remain near 100%. He was 
given gr. x of acetylsalicylic acid three times a day, 
and with this his prothrombin decreased to 60%. 
He was then given gr. xx a day and showed a 
further drop of 40%. When salicylate was discon- 
tinued his prothrembin promptly returned to 
100%. On again giving him gr. xx acetylsalicylic 
acid a day again he showed a drop in his prothrom- 
bin to 40%. When maintained on the salicylate 
and discontinuing dicoumarol his prothrombin re- 
turned to 100%. We felt that in his case a cleur- 
cut demonstration of the potentiating effect of 
salicylate on dicoumarol induced hypoprothrom- 
binemia was demonstrated. 

Case 2. This was a man with an acute cardiac 
infarct. On 50 mg. of dicoumarol a day his pro- 
thrombin tended to slowly drift up to 100%; but 
was returned to 30% by giving an additional 50 
mg. for three days. He was given gr. xx sodium 
salicylate when his prothrombin was 100%. No 
effect was noted. This same dosage of salicylate 
given when his prothrombin was climbing back up 
from 30%, however, seemed to stop the rise, and 
to decrease the prothrombin concentration. When 
salicylate was discontinued the prothrombin re- 
turned to 100%. We felt that this case also demon- 
strated some effect of the salicylate, but it was not 
as clear-cut as the preceding case. 
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Case 3. This was a man with a recent cardiac 
infarct. On 50 mg. a day he also tended to slowly 
drift back to 100%. Acetylsalicylic acid gr. x t.i.d. 
appeared to decrease his prothrombin from 40% 
to 25%, but the patient was discharged before 
further observations could be made. 

Case 4. This was a man with Parkinsonism and 
suggestion of minor cerebral thrombosis. 50 
mg. of dicoumarol a day would not maintain his 
prothrombin below 100% and no effect was noted 
when in addition he was given gr. xx salicylate 
t.i.d. 

Case 5. This man had a thrombophlebitis. 50 
mg. of dicoumarol a day held his prothrombin 
around 50%. He was given “aspirin” gr. xx t.i.d. 
and his prothrombin dropped to 20%, at which 
time the ward became alarmed and discontinued 
his dicoumaro) for that day. When the salicylate 
was discontinued his prothrombin promptly began 
to climb. We felt that there was a definite poten- 
tiating effect from the salicylate here, in so far as 
a considerable drop was noted after salicylate was 
begun. The omission of one day of dicoumarol 
detracts considerably from the prompt rise when 
salicylate was discontinued. 


Case 6. This was a male with cardiac infarction. 
He was quite sensitive to dicoumarol and 25 mg 
a day tended to maintain his prothrombin between 
50-100%. He was given xx gr. of “aspirin” a day 
when he was receiving 25 mg. every second day, 
and his prothrombin % was 100. This had no 
appreciable effect. On 25 mg. a day the same dose 
produced a drop to 30% and later to 15%. He 
began to suffer from nausea and vomiting at this 
point, and salicylates were discontinued. Although 
he was still maintained on the same dose of 
dicoumarol his prothrombin promptly climbed up 
to 100%. We felt that this case too, showed a clear 
potentiating effect of salicylate. 

These cases are plotted on the graphs. The lines 
link prothrombin estimations; the shaded bars 
show dicoumarol dosage, and the X the dose of 
salicylate t.id. 


Discussion 

These few cases seem to show that compara- 
tively small doses of salicylates can produce a con- 
siderable drop in prothrombin in patients who are 
receiving dicoumarol. This may be an important 
clinical point to remember, when prescribing 
salicylates under these circumstances. 

The unfortunate point about dicoumarol is that 
one must produce low prothrombin levels in order 
to achieve any clinical result. Reducing proth- 
rombin to moderate levels achieves nothing and 
there is no evidence to show that such moderate 
reduction of prothrombin concentration lessens the 
tendency from thrombosis. Incidentally, the pro- 
thrombin levels achieved in these experiments 
should not be considered to be therapeutic levels, 
as they are too high. The therapeutic levels of 
prothrombin concentration are approaching un- 
comfortably close to the levels at which bleeding 
may occur. Unfortunately when bleeding does 
begin it is difficult to return prothrombin levels 
to higher values when dicoumarol has been used, 
as the response to vitamin K is not dramatic. It 
has occurred to us that this combined salicylate- 
dicoumarol action might be useful therapeutically: 
if one could hold the prothrombin levels to safe 
levels with dicoumarol, and then produce the 
further drop required with salicylates, if bleeding 
did occur the level might be promptly raised with 
small doses of vitamin K. It is proposed to under- 
take such an investigation and the results will be 
published subsequently. 


Conclusion 
Patients receiving dicoumarol will frequently 
show a considerable drop in blood prothrombin 
levels when given comparatively small doses of 
salicylate. The clinical implications of this are 
discussed, and possible therapeutic uses are postu- 
lated. 
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CANCER 


Edited by D. W. Penner, M.D. 


The Operation of Cancer Services in 
Saskatchewan* 
T. A. Watson, M.B., Ch.B., D.M.R. 
Director of Cancer Services for Saskatchewan 

Control of cancer services in Saskatchewan 
were initiated by the medical profession as far 
back as 1929. In that year the Provincial College 
of Physicians and Surgeons established a cancer 
committee which was to survey the present treat- 
ment of cancer in the province and make proposals 
for improving it. This committee recommended 
that Radium which was owned by private physi- 
cians be purchased by the Government for use in 
these Clinics, the payment for treatment being 
borne by patients. The Radium in the Clinics 
would be used by a Director in each case. This 
Committee further recommended that there should 
be consultative services at each Clinic and that the 
Saskatchewan Cancer Commission should be 
formed to control them. These recommendations 
were accepted by the Department of Public Health 
at that time, and two Cancer Clinics, one in Regina 
and one in Saskatoon, started operations in 1932. 
The radium owned by private physicians had been 
bought by the Government as well as supple- 
mentary new Radium. Other Radium was also 
bought and a Radon plant established at the Uni- 
versity of Saskatchewan. The original Cancer 
Commission consisted of the Director of each 
Clinic and the Deputy Minister of Public Health. 
The composition of the Cancer Commission was 
thought to be too narrow and in 1946 it was 
broadened. It now consists of seven members with 
the Director of Cancer Services acting in an ex- 
officio capacity. The present Chairman is the 
Deputy Minister of Public Health. 

The seven members represent: 

(a) Urban Municipalities. 

(b) Rural Municipalities. ° 

(c) Saskatchewan Division of Canadian Cancer 
Society. 

(d) Women of the province at large. 

(e) Two representatives of the College of 
Physicians and Surgeons. 

The functions of the Cancer Commission are to 
advise the Minister of Public Health on matters 
pertaining to the operation of the Cancer Clinic and 
(2) the control of cancer generally in the province. 
The Commission meets at least three times a year. 

There are two Clinics in the province, one at 
Regina and one in Saskatoon. The Clinic in Regina 
is situated in the Grey Nuns’ Hospital and at Sas- 
katoon in the City Hospital. In each case, space 
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is rented on a long-term basis from the hospital 
involved. The staff employed in each Clinic is 
controlled by the Cancer Commission. When the 
Clinics were initiated, the medical staff was em- 
ployed on a part-time basis. As the work 
increased, however, it became necessary to employ 
full-time men. Since 1939 a medical staff has 
been full-time in Regina and since 1945 in Saska- 
toon. At the present time, in each Clinic, there 
are five full-time doctors. Most of these doctors 
have worked for a number of years in the Clinics 
and a training schedule has been in force for a 
number of years. One year in five for each mem- 
ber is set aside for special post-graduate work. 
Each doctor must have completed two years in 
the Clinic before he is eligible for a year’s post- 
graduate work and is expected to return for at 
least three further years upon his completion. At 
the present time, two of the doctors are certified in 
Radiotherapy; one is an F.R.C.S. (Canada) and 
three others are sitting certificates this fall. It is 
necessary in a Diagnostic and Treatment Clinic of 
this sort to have facilities for Specialist Consulta- 
tion. In the field of surgery this is made possible 
by a Roster of Surgeons which has been drawn up 
and includes certified surgeons in the towns of 
Saskatoon and Regina. Consultations with Roster 
Surgeons are not paid for, but consultations pro- 
vided by Internists and other Specialists are paid 
for on a fee for service basis. Other members of 
the staff include six nurses at Regina and four at 
Saskatoon. The clerical staff consists of fifteen in 
Regina and nine at Saskatoon. At each place, 
maids and porters, etc., are also provided. 


There are two main functions of the Clinics— 
(1) Diagnosis and (2) Treatment. No patient is 
admitted to the Clinic unless he has been referred 
by his doctor. The patients are referred to the 
Clinic either when a diagnosis of cancer has been 
made, or when the presence of cancer is suspected. 
After investigation approximately 60% of patients 
admitted are found not to be malignant. When a 
patient arrives at the Clinic he is examined by a 
member of the staff and such investigation as may 
be necessary is ordered. The hospital facilities, 
such as laboratory and X-ray diagnostic services, 
are used in the usual way. Investigation is usually 
carried out on an out-patient basis, although when 
the condition of the patient is poor, he is admitted 
to hospital under the care of the Clinic staff. When 
indicated, Specialists are called in consultation. 
When investigation is complete, the case is fully 
discussed at the daily conference of all the medical 
staff and some disposal of the patient is made. If 
it has been found that no cancer is present, the 
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patient is discharged from Clinic and instructed 
to return to his own physician. Full records of 
the patient’s examination and all his investigation 
are forwarded to the patient’s doctor in every case. 
In fact, every time a patient attends the Clinic a 
copy of any note made is sent to the patient’s own 
physician. When cancer is diagnosed the decision 
as to treatment is made at the staff conference, 
after consultation with the patient’s referring 
doctor or a consultant. All radiotherapy (X-ray or 
radium) is done by members of the Clinic staff. 
When surgery is indicated, the patient has free 
choice of surgeon. There is no surgery except a 
minor biopsy, sigmoidoscopy, etc., carried out by 
members of the Clinic staff. When neither the 
patient nor the patient’s doctor has a preference as 
to the surgeon, a member of the surgical roster is 
called upon. Ali the cancer surgery is done either 
in Saskatoon or Regina except in a few cases when 
the patient wishes to have a certified surgeon in a 
town other than the two named to perform the 
operation. This is provided by the Cancer Com- 
mission, provided the hospital facilities are ade- 
quate. The patients in hospital who are under the 
care of Clinic staff fall into four groups—(1) Those 
who are in for investigation; (2) Those who are in 
for Radiotherapy; (3) Those upon whom surgery 
is contemplated or has been performed. The 
patient in this case is, of course, under the direct 
care of the surgeon. (4) The patients in hospital 
for terminal care. These may be looked after either 
by Clinic doctors or by their own physician. Each 
Clinic has full facilities for radiotherapy. There is 
approximately half a gram of radium element in 
both Saskatoon and Regina and there is a further 
half gram of radium in solution at the University 
of Saskatchewan at the Radon Plant. In each 
Clinic superficial 200 K.V. and 400 K.V. X-ray 
apparatus is available. Regina equipment is owned 
by the Clinic and in Saskatoon the equipment is 
rented from the hospital. 

Full medical and statistical records are kept in 
each Clinic. These records are particularly im- 
portant in any cancer organization. A statistical 
card has been adopted from which interesting and 
instructive data can be obtained right back to 
1932. The first side of the card shows details of 
the patient on admission together with the diag- 
nosis and stage of the disease. The reverse side 
of the card shows the type of treatment instituted 
and one can tell at a glance the condition of the 
patient and result of treatment at any time. These 
cards, of course, are independent of the routine 
medical record of the patient and are filed under 
anatomical sites according to the New York 
Memorial Hospital scheme. The chart of each 
patient is filed numerically. It is of the greatest 
importance in the operation of any cancer service 
that patients who have been treated should be 
examined regularly. The onus of the patient re- 


turning for these examinations is on the Cancer 


Organization rather than the patient himself. In 
each Clinic a simple system is in use whereby no 
patient is lost sight of. Each patient that is to 
attend for review has 2 small card filed under 
the date on which he is expected to return. For all 
the patients who are expected to return on any 
particular day, therefore, each has a eard filed 
under this date. The day before, all the cards for 
next day are withdrawn and their charts are ex- 
tracted from the files. When the patient is seen 
and given a further review appointment, this card 
is filed under the next date. If, however, the 
patient does not attend, he is written to and given 
a further appointment, the card then being filed 
under this tentative date. If the patient does not 
return the next time, a further appointment is 
given. If he does not attend then, a contact ‘s 
made with his doctor. If the doctor knows noth- 
ing of the patient at that time, the patient’s 
relatives are written to. This way only a trifling 
per cent of patients escape observation. 

Up until 1944 all services given the patient at 
Clinic, together with their hospitalization and 
surgical fees, were the responsibility of the patient 
himself. In 1944, however, legislation was intro- 
duced and passed, making the diagnosis and treat- 
ment of cancer free in the province of Saskatche- 
wan. This free service included all investigation 
and services of the Clinics, fees of attending 
surgeons, hospitalization charges both for active 
treatment and for terminal care. Provision was 
also made to pay attending physicians for terminal 
care on a fee for service basis. No provision was 
made for payment of transportation of the patient 
from his home to the Clinic. In 1947 free hos- 
pitalization in the province of Saskatchewan was 
introduced and since that time payment for hos- 
pitalization of cancer patients is no longer the 
responsibility of the Cancer Commission. All the 
doctors in the Clinics work on a full-time salary 
basis. Surgeons and other Specialist services are 
paid on a fee for service basis, this being 100 per 
cent of contractual schedule which was drawn up 
by the Saskatchewan College of Physicians and 
Surgeons in consultation with the Department of 
Public Health. In cases where there is a dispute 
as to fees between the doctor and Commission, the 
matter is referred to a medical referee. There is 
no direct relationship of the Cancer Commission 
to the College of Physicians and Surgeons for Sas- 
katchewan. The College of Physicians and 
Surgeons, however, still has a Cancer Committee 
which advises the Commission. There are also 
two members of the medical profession on the 
Cancer Commission. It has been found in the past 
that many patients who come long distances from 
the country are somewhat bewildered when they 
attend the Clinic in a strange hospital and in a 
strange town. To overcome this difficulty and to 
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deal with personal problems of the individual 
patients, the Saskatchewan Division of the Cana- 
dian Cancer Society has appointed a Social Worker 
in each Clinic. These Social Workers are bound 
to be very valuable in handling of patients and are 
very much appreciated by the patients themselves. 
A copy of all medical records is kept at the 
Central Cancer Commission office located in 
Regina. This office maintains duplicate sets of 
patient’s clinical records, pays the accounts to 
doctors, buys equipment and compiles an annual 
repo:t on the activities of the Commission. There 
has been a steady increase in the number of new 
patients seen in the Clinics each year. This has 
grown from 500 in 1932 to 3,810 in 1948. During 
this time the number of patients seen for review 
examinations has increased from less than 400 in 
1932 to 9,709 in 1948. It is not surprising that the 
cost of this programme has risen steadily, especially 
since the institution of free treatment in 1944. 


Conclusions 

It is not claimed that the cancer programme in 
Saskatchewan is by any means perfect. Minor 
changes are constantly being made by the Com- 
mission, both at their own instigation and also at 
that of the College of Physicians and Surgeons. 
Advantages of the system include the fact that 
there is no cost to the patient in the diagnosis or 
treatment of cancer, and therefore, there need be 
no delay in patients receiving necessary advice or 
treatment when they suspect cancer, but fear the 
expense involved. 

It is estimated that approximately 90% of all 
cancer patients in the province are admitted to one 
of the two clinics. The Medical profession has 
been worried for some time because of the great 
increase in the non-malignant cases being referred 
to the clinics. Although these patients are sent by 
the doctors themselves, it is sometimes considered 
that this is due in many cases to the patient’s own 
insistence and also to the free facilities offered at 
the clinics. To obviate this objection, it has re- 
cently been suggested by the Commission that a 
standard fee be charged those patients who are 
found after investigation not to have malignant 
disease. It has further been suggested that non- 
malignant patients will be required to pay for all 
exploratory surgical operations. These provisions 
have not yet been put into effect. 

There is no doubt that the centralization of 
radiotherapy of malignant disease in two clinics 
is a great advantage. Similarly it would be a great 
advantage to have cancer surgery concentrated in 
a few surgeons’ hands. This idea, however, has not 
yet been attained in Saskatchewan. 


Cancer Society Announce Fellowship 
The Canadian Cancer Society announced today 
establishment of medical fellowships in memory 
of the late Doctor Allan Blair of Regina. The fel- 


lowships are for study of the diagnosis and treat- 
ment of cancer. 

Each of the two fellowships has a value of 
$4,000 per year for two years. The first becomes 
available July 1, 1950, the second in July, 1951, and 
in rotation thereafter. 

Applicants, in addition to a medical degree, 
must have not less than three years of post- 
graduate study, of which at least two shall have 
been in a field related to the diagnosis or treatment 
of cancer. 

According to the conditions which have been 
established, fellows shall express a firm interest 
and assume the moral obligation to practice his 
or her profession subsequently in Canada with a 
particular interest in cancer. 


Abstract 


McWhirter, R. (Royal Infirmary, Edinburgh): 
The Treatment of Cancer of the Breast. Proc. 
Royal Soc. Med. XLI 122, February, 1948. 

Dr. R. McWhirter of Edinburgh, is conducting 
an experiment in the treatment of carcinoma of the 
breast, which is the subject of wide interest and 
discussion. 

Under his guidance, the main method of treat- 
ment of carcinoma of the breast now in use at the 
Royal Infirmary, Edinburgh, and surrounding dis- 
trict, is simple mastectomy with postoperative 
X-ray therapy. 

His rationale for simple mastectomy is: 

(a) If the axillary nodes are not involved by 
tumor, their removal is unnecessary. 

(b) If the axillary nodes are involved, dissection 
of them may disseminate tumor cells. 

The X-ray dosage used is a minimum of 3750r, 
over a period of three weeks, at a kilovoltage of at 
least 250 KV. 

Stout patients are treated by radical mastec- 
tomy, since it is difficult to irradiate the axilla suf- 
ficiently. 

Ovarian irradiation is now being added, to in- 
fluence distant metastases. 

To evaluate the results of his treatment, he 
compares the 5-year survival rates of three dif- 
ferent periods at the Royal Infirmary, in which 
the following methods of treatment were used: 

1930-34—-Radical mastectomy only. 

1935-40—Radical mastectomy plus postoperative 


X-ray. 
1941-45—-Simple mastectomy plus postoperative 
X-ray. 
The 5-year survival rates for these periods are: 
Cases 
operated Inoperable All cases 
on: cases: seen: 
1930-34 35.6% few casesrecorded records inadequate 
1935-40 44% 2.5% 32.4% 


1941-45 55% 14.1% 50.1% 
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He stresses the average survival of all cases 
seen, and contrasts his figure (50.1%) with the 
5-year survival rate of 22.2% for all cases referred 
to Haagensen & Stout of Presbyterian Hospital, 
N.Y. Other authors have divided their cases into 
operable and inoperable groups when reporting 
5-year cures, so that comparable figures are not 
available. 

L. C. Bartlett, M.D. 


Discussion 


This article has aroused much interest and dis- 
cussion. The proposed method of treatment of 
mammary carcinoma opposes the fundamental 
principles of mammary cancer treatment. 


MeWhirter still places sole reliance for the cure 
of the primary mammary lesion on surgery, but 
relies on radiation to cure, or at least to alter 
favourably the natural course of the metastases in 
lymph nodes. In discussing any method of cancer 
therapy, two aspects must be considered: one— 
the most desirable—is cure; the other—often for- 
gotten—is the value of the treatment in the 
alleviating of symptoms or the prolonging of life. 

It has been well demonstrated that it is most 
difficult and probably impossible to destroy com- 
pletely mammary carcinoma in lymph nodes. The 
object, then, in the use of radiation is to produce 
growth restraint and thus prolong life. Even this 
contention is seriously open to question. 

The editor believes that certain criticisms of 
McWhirter’s publication might justly be raised. 

(a) McWhirter contrasts his survival rate of 
50% with that of Haagensen and Stout. This latter 
figure of survival is very low, indeed, is just 
slightly better than that given for the natural 
course of the disease. More favourable results are 
reported but since they are not reported i. terms 
of all cases seen, it is difficult to compare figures. 
It must also be remembered that very little stress 
should be placed on 5-year survivals in mammary 
carcinoma since the natural course of the disease 
may well exceed this period of time. 

(b) McWhirter suggests that operation on the 
axilla helps to disseminate tumor. One might 
argue this point, but much more important is the 
fact that with proper surgery, one does not operate 
on grossly inoperable tumors, nor does one know- 
ingly cut through cancer. Adequate surgery means 
getting around tumor, not through it. 

(c) MeWhirter’s survival rates are obtained by 
a projection of the curve obtained on his initial 
cases, since not enough time has actually elapsed 


since the end of his series in 1945. It will be 
interesting to compare the calculated with the 
real results obtained. 

(d) In critically assessing any report, a great 
number of factors must be taken into considera- 
tion, because each of these is known to influence 
the course of mammary carcinoma. A few of these 
factors are: 


1. Involvement of nodes, and the levels in- 
volved. Axillary node involvement reduces the 
survival rate by one-half. Thus, earliness of 
diagnosis is an important factor. 

2. Site of the primary tumor. Tumors of the 
medial half of the breast have a much smaller cure 
rate than those in the outer half. This may be due 
to early internal mammary node involvement, as 
pointed out by Handley. These nodes cannot be 
reached effectively by radiation. 

3. Age. Most workers agree that the older the 
patient, the longer is the natural course of the 
disease. 

4. Histologic type. Medullary carcinoma, for 
example, has a five times better chance of 5-year 
survival than other types. 

5. The thoroughness of the surgery performed. 

6. In comparing the results of operative series, 
it is obvious that the criteria of operability must be 
clearly defined for adequate comparison. 

(e) Experiments with radiation of breast tumors 
at Presbyterian Hospital, N.Y., using graded doses 
of X-rays followed by mastectomies and patho- 
logic examination, showed that a large dose was 
needed to have any appreciable effect. Up to 
2500r there was no appreciable effect, and up to 
4500r there was macroscopic and microscopic evi- 
dence of cancer in all cases. Even with 7000r, 
cancer was still present in the area, and patients 
died of metastases. 


Conclusion 


Until a greater time period has elapsed, and 
more convincing evidence put forth, the Editor 
strongly suggests that the proper treatment of 
mammary carcinoma is adequate radical surgery, 
with or without radiation, depending on regional 
node involvement. 

Ed. 
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CASE HISTORIES 


Strangulated Femoral Hernia 


S. S. Peikoff, M.D., F.R.C.S. (Ed.), 
F.R.C.S. (C), F.A.C.S. 


This is the first of a series of Case Histories which 
will appear in the Review each month. The purpose of 
these publications is not to present rare or unusual cases 
but rather to consider the routine management of com- 
mon surgical conditions. 


Case No. 2208, Mrs. J. P., Misericordia Hospital. 
Color, white. Age 52 years. Occupation, baby 
sitter. Date of admission, March 24, 1947. Date 
of operation, March 24, 1947. Date of discharge, 
April 14, 1947. 


Complaint on Admission 


1. Abdominal cramps, 10 days. 2. Constipation, 
4 days. 3. Vomiting, 3 days. 


Present Illness 


On March 14, 1947, about two hours after her 
dinner, began to get generalized abdominal cramps. 
They came on every half hour regularly during the 
night. She applied a hot water bottle and took 
some baking-soda, and this gave her relief. That 
night she slept well, and in the morning had coffee 
and toast for breakfast. All that day and the next 
(March 20 and 21) she had mild cramps. On 
March 22, 1947, at 3 p.m. she was again seized with 
violent cramps which continued on till about 9 p.m. 
Hot water bottle and baking soda did not relieve 
her. Her bowels had not moved since March 20 
and she passed no flatus. She called her doctor 
who told her she had a “bellyache” and advised 
her to take a dose of cascara and continue with the 
hot fomentations. She vomited twice that day. 


On March 23, 1947, she began to swell up. She 
took a soap suds enema but got no results. The 
pains were becoming more or less continuous. She 
vomited about 4 times. She took several Frossts 
292, but vomited them up. She was unable to eat 
anything except take fluids. She lived alone with 
her daughter who was out of town for the week. 

All day March 24, 1947, she rolled around with 
pains in her stomach and was becoming more 
“swollen.” Was vomiting a foul blackish material. 
Her daughter came home that afternoon, called 
another doctor, who immediately rushed her to the 
hospital by ambulance. 


Inventory by Systems 


Eyes—Vision poor, blurred, at times. 


Ears—Hearing good. 

Respiratory—Does not get colds. No cough. No 
expectoration. No haemoptysis. Has pain in ab- 
domen on respiration. 


Cardio-vascular—Occasional attacks of palpita- 
tion. No precordial pain. No dyspnoea. No de- 
pendent edema. 

Gastro-intestinal—See present illness. Prior to 
present illness, had no complaint. Appetite good. 
No dyspepsia. Bowels regular. No melaena. -No 
history of colic or jaundice. 

Genito-urinary—No frequency. 
No nocturia. 

Nervous system—Frequent frontal headaches. 
Not nervous or worrying type. No aphasia. No 
amnesia. No paralysis. Sleeps well. 

Metabolic—No loss of weight. No heat or cold 
intolerance. 

Menstrual—Menarche at 13 years of age. Inter- 
val about 28 days, duration 4-5 days. Still has 
normal menses. 

Obstetrical—Married at 29 years of age. Two 
children: 1925, first baby—forceps delivery. 1926, 
second baby—spontaneous. No miscarriages. 

Past History 


1. Abscess in right side of her neck, years ago. 
2. No operation, accident or injury. 3. Never con- 
sulted a doctor since her childhood. 4. Had a lump 
in the right groin 20 years—never troubled her. 

Family History 

Father—Alive, 80 years of age. 

Mother—Died of apoplexy, 75 years of age. 

Three brothers—Alive and well. 

Two Sisters—Alive and well. 

Two children—Daughter, alive and well, 23 
years of age. Son, alive and well, 24 years of age. 

Husband—died of tumor of brain in 1943, 51 
years of age. 


No dysuria. 


Personal History 

Widow, lives alone with her daughter, and 
works as a baby sitter. 

Physical Examination 

A grey-haired woman, with “pinched” expres- 
sion, lying in bed, groaning with pain. Face some- 
what flushed, and appears exhausted. 

Head and Neck: 

Eyes—Lids, conjunctivae, normal. Fundi normal. 
No retinitis or oedema of disks. Pupils equal and 
react to light and accommodation. Nose, no ob- 
struction. Mucosa normal. 

Tongue—Furred. Dry. 

Lips—Dry. Parched. Good color. 

Teeth—Good. 

Neck—Thyroid not palpable. No enlarged 
lymph glands palpable. No distended veins. 
Transverse scar on right side of neck. 

Chest: 

Heart—Slight enlargement. Apex beat 4% 

inches from midline in 6th interspace. Regular 
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good quality. Beats 100 per minute. No extra 
systoles. No murmurs. Blood pressure 140/90. 

Lungs—Thoracie cage normal contour. Move- 
ments equal and symmetrical. Tactile fremitus 
good. No dullness on percussion. Breath sounds 
normal. No adventitious sounds. 

Mammae—Large massive breasts. Symmetrical 
in size. No masses felt. Nipples and areolae 
normal. 

Abdomen—Markedly distended. Moves very 
little with respiration. Very tender throughout on 
palpation. Very tympanitic on percussion. No 
shifting dullness. No rigidity, but considerable 
guarding. Few faint tinkling sounds on ausculta- 
tion. Peristaltic waves not noticed. Abdominal 
reflexes absent. 

Rectal examination—Rectum empty. No masses 
felt. 

Vaginal examination—Not done. 

Hernial Orifices: 

Umbilical—Normal and slightly protruding. 

Left inguinal—Normal. 

Right inguinal—Right inguinal region—a round- 
ed tender swelling about the size of a small orange 
can be seen just below the groin and adjacent to 
pubic tubercle. This could be well seen only after 
lifting the pendulous apron of abdominal fat. The 
mass could not be reduced. No thrill or increase 
in size on coughing. Coughing or straining re- 
sulted in abdominal pain. 

Spine—Normal curvatures. Free movements. 
No tenderness on percussion and pressure at costo- 
vertebral angles. 

Extremities: 

Upper—No wasting. No deformities. No weak- 

ness. 


Reflexes: Right Left 
+7 
Supinators + + 


Lower—No deformities. No wasting. Mod- 
erate varicosities left leg. Arterial pulsations good. 
Feet cold to touch. 


Reflexes: Right Left 
+7 
Plantar —........ V Vv 


Skin—Dry and inelastic. Could be pinched up 
in folds. 

Clinical Laboratory 

Urinalysis—March 24, 1947. Color, dark amber. 
Reaction, acid. Specific gravity, 1.028. Chemical— 
Albumin +, Sugar 0. Microscopic, negative. 

Blood—White blood count, 16,800. Hemoglobin 
92%. 

X-ray—Flat plate of abdomen, portable tech- 
nique, semi-erect position. Several loops of dis- 
tended small intestine are noted, indicating small 
bowel obstruction. 


Pre-operative Diagnosis: 
Right strangulated femoral hernia. 
Indications for Operation 
The sudden onset of abdominal cramps, pro- 
gressive distension, followed many hours later by 
vomiting and absolute constipation, would indi- 
cate a low bowel obstruction. The history of a 
reducible lump in the groin for 20 years, suddenly 
increasing in size, and resisting reduction pointed 
to an impacted femoral hernia. Since the duration 
of the present illness was in the neighborhood of 
415 days one could safely assume that strangulation 
was present. 


Pre-operative Care 


Once the diagnosis was tentatively established 
the following treatment was administered: 

1. A sedative, morphine % and atropine 1/150. 

2. Gastric suction established with return of 

considerable foul feculent drainage. 

3. Soapsuds enema—ineffectual for flatus or 
feces. 

4. Intravenous 5% glucose in normal saline, 
2000 cc. 

After about 4 hours of this treatment, patient 
felt considerably improved, and her own general 
outlook improved. 


Detailed Description of Operative Technique and 
of Operative Findings 

Position—Supine, with continuous gastric suc- 
tion established. Abdomen, groins, and upper part 
of the thighs painted with merthiolate. Sterile 
towel applied to the perineum. 

Lotheissen operation performed. 

Incision—Five inches long, beginning about 1% 
inches above the midpoint of Poupart’s ligament, 
running downwards and inwards obliquely over 
the swelling. 

The skin, superficial fascia, and fibres of the 
cribriform fascia were incised. 

Considerable extra-peritoneal fat was wiped 
away from the sac. 

The peritoneum of the sac was dull and lustre- 
less (closely resembling bowel wail), and was care. 
fully incised at the fundus, with the flat of the 
blade to avoid injury to the underlying bowel 
until free, blcody fluid escaped. The fluid was 
foul-smelling and bloody. The sac with its con- 
tents was irrigated with normal saline. The loop 
of bowel had a chocolate gray appearance, was 
dull and oedematous looking, and appeared too 
friable to permit any form of traction whatsoever. 
The external oblique aponeurosis was then divided 
from the external ring upward to expose the 
inguinal canal. The lower leaf was completely 
freed by gauze dissection, and turned downwards 
end the round ligament retracted upwards to ex- 
pose Hesselbach’s triangle. The _transversalis 
fascia was divided here along the line of incision 
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and this exposed the neck of the hernial sac pass- 
ing into the femoral canal. The neck of the sac 
was freed by blunt dissection with the index 
finger and mobilized. An attempt was made to 
enlarge the femoral ring from above by stretching 
with the finger, but the neck was too firmly wedged 
in. Gimbernat’s ligament was divided and the 
ring stretched with the fingers. The neck of the 
sac was then opened above Poupart’s ligament 
and by gentle pressure on the hernial contents 
from below and very slight traction on the intes- 
tines from above, at the same time enlarging the 
crural ring with the fingers, the intestinal loop 
was displaced up into the inguinal part of the 
wound. The loop of intestine was then pulled out 
of the abdomen and examined. 

A loop of ileum about 3 or 4 inches long was 
completely devitalized. There was a ring of 
necrosis at the site of constriction and also at the 
apex of the loop. The bowel was dark, lustreless, 
haemorrhagic and oedematous. No _ pulsations 
could be seen. 

No attempt was made to apply hot towels to 
this loop since it was obviously gangrenous with 
areas of impending perforation. 

A separate abdominal incision was purposely 
avoided on account of the obesity of the patient, 
and the strangulated loop with about 18 inches of 
proximal, and 6 or 8 inches of distal intestine was 
brought out of the hernial site. 

Resection and lateral anastomosis—resection of 
the strangulated loop was then begun. 

Closing ends of intestine—two Payr clamps 
were applied to each limb and the bowel divided 
between each pair with the cautery and a portion 
of mesentery between them was resected in a 
V-shaped manner. The ends of the limbs were 
now closed. A Cushing right-angle stitch of 
chromic catgut on an atraumatic needle was run 
over the clamp. The Payr clamp was then removed 
while the suture was simultaneously tightened; 
this completely inverted the open end of the proxi- 
mal limb. A second layer of interrupted Halstead 
mattress sutures of chromic catgut was inserted to 
reinforce the first layer. The end in the distal loop 
was now similarly closed. 

Open lateral anastomosis—a rubber-covered 
clamp was now applied to each limb about 1 foot 
from the ends. The limbs were applied to each 
other in an isoperistaltic direction. 

Two stay sutures of fine silk were inserted at 
each end of the suture line, haemostats applied 
to each, and these used as traction to keep the 
suture line straight and prevent rotation. Inter- 
rupted silk seromuscular sutures were then placed 
at %4-inch intervals between the 2-stay sutures. 

With an intestinal suture of chromic catgut on 
a straight atraumatic needle a posterior continuous 
Lembert seromuscular layer was inserted. The 
area was well packed off. 


Mechanical suction was made available and the 
intestine was then opened parallel to and about 
1%, inch from the first seromuscular suture. A 
second, posterior continuous through and through 
suture of chromic catgut was started; on reaching 
the corner of the proposed stoma, the end was 
rounded by a Connell in, out and over stitch and 
returned anteriorly until the starting point was 
reached. The rubber-covered occluding clamps 
were released and the anterior seromuscular suture 
was completed. Several interrupted mattress 
sutures of silk were then placed anteriorly to rein- 
force the suture line. 


The closed ends were now anchored with sev- 
eral interrupted silk sutures to the adjacent limbs 
of the anastomosis, so that the actual ends of the 
stumps were turned in against the walls of the 
intestine, so as to safeguard against leakage. The 
two edges of the mesentery were now united by 
interrupted silk sutures so as to leave no defect. 
The anastomosis was replaced into the abdomen. 


Witzel enterostomy—about a foot and a half 
above the anastomosis an ileostomy was estab- 
lished to decompress the proximal loop. A rubber- 
covered intestinal clamp was applied above and 
below the site selected in the ileum. A purse- 
string suture of chromic gut on an atraumatic 
needle was inserted into the anti-mesenteric 
border of the loop; a sharp hole was punched into 
the bowel in the centre of the purse string; a 
catheter inserted into the bowel and the purse 
string tied tightly around the catheter. The 
catheter was laid on the intestine and the intestine 
was closed over the catheter with a running sero- 
muscular suture of chromic catgut so that the 
catheter was buried in a peritoneal tunnel of the 
intestinal wall for about 2 inches. The suture line 
and exit of the catheter was covered with omen- 
tum and the catheter was brought out of the ab- 
domen through a stab incision just above the 
hernial opening and anchored to the skin with a 
silkworm gut stitch. 


Repair of hernia—an attempt was now made to 
repair the hernia. The fundus of the sac was dis- 
sected from its bed in the thigh and steady upward 
traction on the neck permitted the empty sac to be 
drawn up through the ring above Poupart’s Liga- 
ment. The neck was ligated and transfixed at its 
highest point. Three interrupted sutures of 
chromic catgut No. 2 were now placed between 
Cooper’s ligament and the inner portion of Pou- 
part’s ligament to narrow the femoral ring. Care 
was taken to leave ample room for the femoral 
vein. The opening in the transversalis fascia was 
now closed. A layer of interrupted chromic catgut 
No. 1 was placed between the conjoined tendon 
(internal oblique and transversalis) to the shelving 
edge of Poupart’s ligament. The external oblique 
aponeurosis was closed with continuous lock suture 
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of chromic catgut No. 1. Skin closed with silk- 


worm gut. No drain. 
Anaesthetic 
Pre-medication—Nembutal grs. iii. Morphine 
'4 gr. with atropine 1/150 gr. 
Technique—Spinal, metycaine 150 mgms. in 


3 cc. spinal fluid. Analgesia level, T.6. 

Stimulants—Neosynephrine. Glucose 5% 
saline 1000 cc. Oxygen by mouth throughout. 

Time—!1.00 p.m. to12.40 a.m. 

Gross and Microscopic Description of Tissues 
Removed 

Twenty inches of small intestine of which ap- 
proximately three inches had undergone haemor- 
hagie necrosis. (Dr. O. C. Trainor). 

Final Diagnosis 

Strangulated femoral hernia, with gangrene of 
3 inches of ileum. 

Progress Notes Including Post-operative Care 
During Stay in Hospital 

March 24, 1947 —Patient’s immediate post- 
operative condition was just fair. Pulse 120, 
rather weak and at times imperceptible. Feet cold 
and clammy. Blood pressure 100/70. The follow- 
ing care was immediately instituted: 1. Gastric 
suction established. 2. Blood transfusion, 500 cc. 
and 5% glucose 1000 cc. was started. 3. Sodium 
sulfadiazine 5 grms. given with intravenous. 4. 
Enterostomy tube connected with drainage bottle 
at the side of the bed. 5. Position changed fre- 
quently. 6. Sedative—morphine 1/6 gr. or Demerol 
100 mgms. ordered for restlessness. 7. Oxygen per 
nasal catheter continuously. 8. Carbon dioxide 
hyperventilation 5 minutes OH i. 9. Rectal tube 
inserted immediately. 10. Catheterize OH viii if 
necessary. 11. Penicillin 50,000 units OH iv. 12. 
Blood pressure to be taken every hour. 

March 26, 1947—Patient much improved. Dis- 
tension markedly reduced. Temperature 99° F. 
Pulse 100. Respiration 20. Fluids continued in- 
travenously. Enterostomy tube draining freely. 
Gastric suction clamped off at intervals. Intake 
and output satisfactorily balanced. 

March 27, 1947—Small amount of light brown 
liquid stool. Condition of patient good. 

March 30, 1947—Gastric suction discontinued. 
Enterostomy tube irrigated OH iii. Pitressin 1 cc. 
OH iv for 6 doses. Cevitamic 500 mgms. daily and 
Beminal 1 tablet t.i.d. 

April 4, 1947—Enterostomy tube removed. 

April 5, 1947—Patient complaining of pain at 
the site of incision. Temperature 101° F. Inspec- 
tion of wound showed an inflammatory induration 
in the incision. Several stitches removed, with the 
release of a collection of sero-purulent material 
Culture was taken from the wound, and smear 
made. Culture: gram negative. Coliform Bacilli. 
Smear: few pus; no organisms. Hot fomentations 
applied. 


and 
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April 7, 1947—Very little discharge from the 
wound. Inflammatory reaction subsiding. Full 
blood count showed some secondary anaemia. Red 
blood cells, 3,700,000. Hemoglobin, 73%. Color 
Index, .9. White blood cells, 10,600. Schilling C. 
Segmented 73. Stabs 3. Lymphocytes 18. Eosino- 
philes 2. Patient given 500 cc. of blood and placed 
on ferrous sulphate grs. x t.i.d. ‘ 

April 8, i1947— Remaining sutures removed. 
Enterostomy opening is sealed. 

April 9, 1947—Dangling. 

April 10, 1947—Up and about. 

April 14, 1947—Hemoglobin 90%. 
from the hospital. 

Condition on Discharge 

Patient was up and about, taking a full meal. 
Bowels have been moving regularly. Appetite 
fair. Still has some general weakness. Slight 
serous discharge from the wound. 

Follow-up Notes Since Leaving Hospital 

March 10, 1948—This patient was originally re- 
ferred to me by another physician, so that the 
post-operative care was given by her doctor. She 
was referred to me on this day on account of a 
recurrent right inguinal hernia at the site of the 
original operation. Her general condition is excel- 
lent. She is wearing a truss. She is now anxious 
to be admitted to the hospital for repair of the 
present hernia. 


Discharged 


or 


Benign Spontaneous Pneumothorax 
Glen Lillington 


To understand fully and to appreciate the behaviour 
of our ailment, there is no better way than to suffer 
from it. The author of the follow:ng contribution is the 
“Mr. G. L.” whose case history is appended. No wonder 
he writes about it understandingly and well—Ed. 

Air in the pleural cavity has been observed 
from the earliest days, but Itard, physician to the 
Etablissement des Sourds-Muets in Paris, gave it 
the name of Pneumothorax in 1803. “It is an affec- 
tion of the chest which is essentially related to the 
history of pulmonary tuberculosis,” wrote this 
author, thus being the first to formulate an 
erroneous supposition which has persisted in the 
literature almost to the present day. In 1819, 
Laennec gave a classical description of the symp- 
toms and signs of Pneumothorax in his great 
treatise on Auscultation; he suggested at this time 
that the spontaneous form might be due to a rup- 
ture of an emphysematous bulla at the surface of 
the lung. Since then, a great number of workers 
have written on this subject, but it was not until 
the advent of the X-ray into medical practice that 
the diagnosis was placed on a firm foundation. 


Physiology of the Pleural Cavities 
Although the potential space enclosed by the 
pleural membranes is spoken of as the pleural 
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cavity, no actual space exists in health; the parietal 
and visceral pleura lie in close apposition separated 
only by a thin film of lubricating fluid. The lungs 
are held in this expanded position by the atmos- 
pheric pressure of the intra-pulmonary air, which 
is in communication with the external atmosphere 
via the bronchi, the trachea and the upper respira- 
tory passages. 

The “natural” position of the lung at rest is 
one of collapse. When the lung is expanded, the 
pulmonary tissues are put upon the stretch, and 
the stretched elastic fibres of the lung substance 
exert a small but constant traction on the visceral 
pleura, causing the development of a negative 
intra-pleural pressure of about —5 mm. of mercury. 
Thus the elastic lung is always trying to collapse 
itself, but since the pleural space is a hermetically 
sealed vacuum, the pressure of the air inside the 
lung keeps the lung well expanded. 

In pneumothorax, air gains entrance to the 
pleural cavity through a rent in either the visceral 
or parietal pleura. In any case, the potential 
cavity of the pleural space is converted to an actual 
one containing air at atmospheric pressure which 
exactly counterbalances the intra-alveolar pres- 
sure, allowing the elastic recoil of the lung to 
cause pulmonary collapse. The degree of collapse 
is proportional to the amount of air which enters 
the pleural cavity. 

In Open Pneumothorax, the opening remains 
patent, the intra-pleural pressure is about atmos- 
pheric, and no amount of air withdrawn from the 
pleural cavity by aspiration will alter this. The 
size of the opening roughly determines the amount 
of air which enters. If the opening is very large, 
the affected lung collapses completely, and the 
opposite lung is slightly collapsed due to a shift 
of the relatively mobile mediastinum towards the 
normal side. 

In closed pneumothorax, the pleural space con- 
tains air but communication with the external 
atmosphere has become occluded. The intra- 
pleural pressure is atmospheric at first, with slight 
variations on inspiration and expiration. As the 
air is gradually re-absorbed, the intra-pleural 
pressure decreases, with a corresponding re- 
expansion of the lung. 

The dramatic picture of Valvular Pneumothorax 
may appear in any case of pneumothorax. Here, 
the lips of the opening in the pleura form a one 
way valve which is opened by inspiration and 
closed by expiration, sucking air into the pleural 
cavity during each inspiration and trapping it dur- 
ing expiration. The rapid respiratory movements 
produced by the shock of the collapse may result 
in an extremely rapid accumulation of air under 
high positive pressure (hence the synonyms tension 
pneumothorax and pressure pneumothorax). This 
produces great mediastinal shifting and a marked 
collapse of both lungs. The patient is extremely 


ill; the cardiac embarrassment may result in death 
in as little as ten minutes. It is obvious that 
prompt recognition and treatment by decompres- 
sion are essential. Fortunately, such cases are an 
exception, and often the valves are forced shut 
after the development of a moderate amount of 
pressure. 
Types of Pneumothorax 

A. Artificial Pneumothorax. The injection of 
measured amounts of clean air into the pleural 
cavity as a therapeutic measure in the collapse 
therapy of Pulmonary Tuberculosis is too well 
known to require further comment here. An 
induced pneumothorax is occasionally used as a 
diagnostic procedure in the investigation of pleural 
lesions. 

B. Traumatic (Accidental) Pneumothorax. This 
follows traumatic perforation of either visceral or 
parietal pleura, and frequently both are torn. A 
great variety of causes have been described, in- 
cluding: blows and falls, rib fractures, broncho- 
scopy and  oesophagoscopy, perforations by 
foreign bodies from without, sharp foreign bodies 
within the lung, and accidental piercing of the 
visceral pleura during the administration of arti- 
ficial pneumothorax. Billimoria! recorded a case 
of bilateral pneumothorax caused by accidental 
injury to the apical pleura during a partial thy- 
roidectomy. This was accompanied by surgical 
emphysema of the neck. 

C. Spontaneous Pneumothorax. This term is 
used to designate those cases of pneumothorax 
which are not intentionally produced, and which 
are not the result of trauma or accident. It is 
almost always the visceral pleura which ruptures. 
These cases should be separated sharply into two 
major groups: 

(1) Spontaneous pneumothorax may develop as 
a complication of some pre-existing pulmonary 
disease, such as pulmonary tuberculosis, lung 
abscess, infarcts, bronchiectasis, neoplasms and 
empyema. Extrinsic causes such as carcinoma of 
the oesophagus or stomach have also been de- 
scribed. Blood or serous fluid often appear in the 
pleural space in these forms. 

When spontaneous pneumothorax complicates 
pulmonary tuberculosis, it occurs in rapidly ad- 
vancing cases that have already gone on to cavity 
formation, and which present the classic symptoms 
and signs of advanced tuberculosis. Pleural effu- 
sion and empyema frequently develop, and the 
patient is usually dead within a year. Such cases 
are rarely seen outside of a Sanatorium these days. 
Occasionally spontaneous pneumothorax appears 
as an early sign of minimal tuberculosis; this re- 
lationship may be merely coincidental. 

(2) Benign Spontaneous Pneumothorax (Idio- 
pathic Pneumothorax, Pneumothorax Simplex). In 
the majority of cases, spontaneous pneumothorax 
develops suddenly in otherwise healthy young 
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adults with no ascertainable pulmonary disease. 
Characteristically there is sudden chest pain and 
dyspnoea with no fever or other constitutional 
symptoms. Physical examination and X-ray reveal 
collapse of one lung (rarely both lungs). The 
course is benign. The rernainder of this article 
will be devoted to this condition. 
Incidence 

Although Benign Spontaneous Pneumothorax is 
usually regarded as a comparatively rare disease, 
there is a considerable number of cases reported 
in the literature. In 1943 there were 873 hospital 
admissions for Pneumothorax Simplex among U.S. 
Army personnel". Perry? reported 114 cases of 
spontaneous pneumothorax diagnosed clinically in 
the London Hospital between the years 1924 and 
1937; of these 16 arose complicating pulmonary 
T.B., 13 were symptomatic of some other gross 
lesion, and 85 were idiopathic. Blackford* re- 
viewed 15 cases in college students at the Uni- 
versity of Virginia; the incidence was approxi- 
mately one case per 1,000 students per session. At 
least two cases have occurred in medical students 
at the University of Manitoba in the past year. 

The true incidence is difficult to determine be- 
cause it is now recognized that benign spontaneous 
pneumothorax may occur with little or no symp- 
toms. Wilson‘ found five “silent” cases in routine 
chest films of Yale students during a four-year 
period. It seems likely that many cases with mild or 
atypical symptoms have been diagnosed pleurisy, 
intercostal neuralgia, muscle strain or something 
else. In view of this, Blackford believes that 
benign spontaneous pneumothorax is a fairly com- 
mon condition. 

Etiology 

Several explanations of tne occurrence of this 
condition have been put forward by various 
writers. The following are the most important: 

(1) Ulceration of the visceral pleura by a sub- 
pleural tubercle. For many years it was generally 
accepted that tuberculosis was the commonest 
cause of spontaneous pneumothorax. Tice’s Prac- 
tice cf Medicine stated in 1932 that 90% of cases 
are due to this cause. A thorough appraisal of the 
literature leads one to the conclusion that this be- 
lief is completely devoid of either clinical or patho- 
logical backing. When spontaneous pneumothorax 
occurs in pulmonary tuberculosis, it is essentially 
a late complication of far advanced disease, and 
the signs and symptoms are such that the etiologi- 
cal diagnosis is obvious. On the other hand, the 
majority of spontaneous pneumothoraces are idio- 
pathic in type, distinguished by absence of fever, 
normal pulse rate. no premonitory symptoms, 
little or no pleural effusion, and a benign course 
with an excellent immediate and distant prognosis. 
There is no radiological evidence of tuberculosis in 
the collapsed lung. In a survey of the literature? 
(1939) which included 250 cases of benign spon- 


taneous pneumothorax, it was possible to find a 
record of only six developing chronic pulmonary 
tuberculosis, an incidence of two per cent. Thus 
it is evident that the incidence of tuberculosis in 
individuals who have had a benign spontaneous 
pneumothorax at some time is no higher than in 
the general community. 

(2 Rupture of an air vesicle on the surface of 
the lung. Most workers now believe that this is 
the mechanism in the production of the majority 
of cases of benign spontaneous pneumothorax. 
Generalized emphysema is occasionally compli- 
cated by spontaneous pneumothorax; in such cases 
respiratory embarrassment is quite marked be- 
cause the vital capacity is already greatly reduced. 
However, most cases of pneumothorax occur be- 
fore the age of 40, and since generalized 
emphysema before this age is rare (except in 
asthmatic patients), this can hardly be regarded as 
a common cause of spontaneous pneumothorax. 
On the other hand, localized subpleural air 
vesicles are frequently demonstrated in those oc- 
casicnal cases of spontaneous pneumothorax 
which come to autopsy; in some instances they 
have been visualized radiologically. The modern 
consensus of opinion is that these vesicles are the 
usual cause of spontaneous pneumothorax. The 
exact nature of these vesicles is not well under- 
stood. They are variously described as congenital 
vesicles, valvular vesicles (due to sear tissue par- 
tially occluding small bronchi), and _ localized 
emphysematous blebs. Congenital cystic disease of 
the lung may cause spontaneous pneumothorax 
when the cysts happen to be near the pleural sur- 
face; this is believed to be an important factor in 
persistent spontaneous pneumothorax in infants 
under four months, and is occasionally implicated 
in older patients. 

(3) Pleural Adhesions. These are the sequelae 
of any form of pleurisy, and it has been stated 
that during violent respiratory efforts they may 
exert sufficient traction on the lungs to rupture 
the visceral pleura. Four such cases are recorded 
in the literature, all of which were Hemo- 
pneumothoraces; in three cases the hemorrhage was 
severe enough to cause the death of the patient. 
It is likely that pleural adhesions are only a rare 
cause of spontaneous pneumothorax. 

(4) Effort. Many writers are of the opinion 
that effort plays an important vart in precipitating 
»leural rupture. West showed in 1884 that rupture 
of the visceral pleura of a normal lung could only 
be produced by an intrapulmon2rv pressure much 
greater than it is possible to reproduce during life. 
However, effort may play a contributory role in 
precipitating a spontaneous pneumothorax when 
the pleura is already weakened by the stretching 
of a subpleural vesicle. Although laughing, cough- 
ing, sneezing, straining at stool, coitus, and run- 
ning have all been reported as immediate causes, 
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many cases occur while the individual is resting in 
bed, sitting in a chair, or walking to classes. 
Although effort may be a factor in some cases, it 
is not an essential one. 

(5) Pneumomediastinum (Mediastinal Emphy- 
sema). Dickie’ recorded 14 cases of pneumomedi- 
astinum, 7 of which were associated with spon- 
taneous pneumothorax, seen at the University of 
Wisconsin Student Health Service from March, 
1943, to March, 1947. Pneumomediastinum is be- 
lieved to be produced by a rupture of alveoli within 
the lung. From this site within the lung, the liber- 
ated air dissects along the perivascular sheath to 
the mediastinum. Macklin’s experiments® indicate 
that the associated pneumothorax is caused by a 
rupture of the mediastinal pleura with a resultant 
escape of air into the pleural space. Dickie be- 
lieves that spontaneous pneumomediastinum is the 
commonest cause of benign spontaneous pneumo- 
thorax. Further investigation is required for a 
correct evaluation of this factor. Pneumomedias- 
tinum may be recognized clinically by sudden 
onset of dyspnoea and substernal pain, hyper- 
resonance over the precordium, and an odd 
“crunching” sound synchronous with the heart 
beat. 

Clinical Features 

Routine chest X-rays have shown that asympto- 
matic or “silent” pneumothoraces may occur, and 
in other cases there may be mild discomfort only. 
Most of the series recorded in the literature con- 
sist of individuals in whom symptoms were severe 
enough to necessitate medical assistance, and in 
these cases the clinical picture is quite character- 
istic. 

Pain is a very constant feature, and is usually 
the presenting complaint. It is abrupt in onset, 
and is always limited to the side of the pneumo- 
thorax. The chest pain is usually described as 
“sharp and cutting” or “compressive,” rarely 
“dull,” and continues as a steady ache accentuated 
by deep breathing, coughing, or sudden movement. 
It may be referred to the shoulder, back, or even 
the upper abdomen. It may be severe enough to 
require morphine, but usually disappears in a few 
days. 

Dyspnoea often follows the pain, and may be 
slight or marked. The rate and degree of pulmonary 
collapse are said to determine the severity of the 
dyspnoea. Dyspnoea was present in 83 per cent 
of Hyde’s series of 63 cases’. Cyanosis is uncom- 
mon except in tension pneumothorax. 

A reflex cough may result from collapse of the 
lung with distortion of the bronchi. It is never 
accompanied by sputum in benign cases. 

Fever, leucocytosis and elevated sedimentation 
rate are characteristically absent. If fever per- 
sists for more than a day or two, another explana- 
tion must be sought. If none is found, the 
pneumothorax should not be regarded as benign. 


Physical signs are very characteristic in a un- 
ilateral pneumothorax; when bilateral, consider- 
able clinical judgment is required for correct 
interpretation. Respiratory movements are dimin- 
ished on the affected side, which appears more 
prominent. The trachea may be deviated towards 
the normal side. Hyperresonance, diminished 
tactile fremitus, and diminished or absent breath 
sounds are noticed on the side of the pneumo- 
thorax. Laennec described a “coin click” sign 
which is elicited only in cases of tension pneumo- 
thorax, and Hippocratic succussion is present when 
the pneumoihorax contains pleural fluid or blood 
as well as air. Scadding’® described a peculiar 
clicking noise accompanying the heart sounds and 
known as the “pericardiac knock,” which is oc- 
casionally present in left sided pneumothorax un- 
accompanied by fluid. In the tuberculous form of 
pneumothorax, tinkling breath sounds may some- 
times be heard. 

X-ray examination is the most conclusive 
diagnostic instrument in the detection of pneumo- 
thorax. The collapsed lung is well visualized, and 
beyond it is seen a dark area of patternless 
translucency. Usually the thin line of visceral 
pleura separating lung from pneumothorax can 
be seen. 

Benign spontaneous pneumothorax appears sud- 
denly, with no prodromal symptoms, in apparently 
healthy young adults. Although it is seen most 
commonly between the ages of 15 and 35 years, 
no age is exempt. It is much commoner in males 
than in females; the ratio in Hyde’s’ series being 
5 to 1. 

Course and Prognosis 

This is very favorable in the majority of in- 
stances. Benign spontaneous pneumothorax does 
not “cast a long shadow” as does idiopathic 
pleurisy with effusion. Pain usually disappears in 
a few days, and complete re-expansion occurs 
within a few weeks in a closed pneumothorax. If 
the fistula remains open, the lung cannot re-expand 
and the pneumothorax becomes chronic; cases 
have been recorded in which the lung remained 
collapsed for as long as 20 years. 

Patients should be warned that there is a defi- 
nite tendency towards recurrence in spontaneous 
pneumothorax. Different series of cases record 
recurrence rates varying from 4 per cent to 21 
per cent. A few unfortunate individuals have had 
from 10 to 25 recurrences, with complete re- 
expansion between each rupture. 

Tension pneumothorax, however, is a very 
serious condition; and death may ensue rapidly un- 
less there is prompt recognition and treatment. 
Any pneumothorax, including the benign spon- 
taneous form, may become valvular with develop- 
ment of a tension pneumothorax. Haemo- 
pneumothorax, fortunately rare, also has a poor 
prognosis. 
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Diagnosis 

This may be difficult if the possibility of 
pneumothorax is not kept in mind. The site of 
the pain is sometimes misleading, and it is easy to 
label such a patient as “rheumatism,” “fibrositis,” 
“lumbago,” or “a touch of pleurisy.” Such an error 
can be avoided by a full history and a careful 
examination. Chandler‘ remarks, “Few abnormal 
conditions in the chest give rise to such unequivocal 
physical signs, yet few conditions are so often 
missed.” We should modify this somewhat, be- 
cause diagnosis by physical signs is difficult if the 
pneumothorax is small, bilateral, or accompanied 
by gross pulmonary lesions. 

There are many instances on record where a 
severe spontaneous pneumothorax has been diag- 
nosed as a ruptured peptic ulcer or other abdominal 
emergency, and a laparotomy performed. This 
terrible mistake can be avoided if one always 
keeps in mind the alternative diagnoses, i.e., coron- 
ary occlusion, diaphragmatic pleurisy, basal pneu- 
monia, spontaneous pneumothorax, and a tabetic 
crisis. 

Since the X-ray findings are so conclusive in 
spontaneous pneumothorax, Perry? recommends 
that a chest plate be taken on every patient who 
complains of pain in the chest. A very large 
emphysematous bulla is the only condition which 
may so simulate pneumothorax radiologically that 
diagnosis is difficult. 

Three conditions superficially resemble spon- 
taneous pneumothorax and should be considered in 
a differential diagnosis. These are: diaphragmatic 
hernia, a large subphrenic abscess containing gas. 
and congenital cystic disease of the lung. 

Treatment 

Once the diagnosis of spontaneous pneumo- 
thorax has been made, the physician should insti- 
gate a careful investigation to discover the etiology 
of the condition. Temperature readings, a sedi- 
mentation rate, a leucocyte count, and a thorough 
radiological examination of both lungs are essen- 
tial. Although tuberculosis is an unlikely cause, 
it must be carefully excluded. 

In a closed pneumothorax, little treatment is 
required. Bed rest, or merely limited activity, 
will cause re-expansion of the lung, usually in 
three weeks or less. A recurrence is treated in 
the same manner. Sedatives are occasionally 
indicated for pain. 

If the fistula does not close, the pneumothorax 
remains chronic. In some cases, the pulmonary 
area containing the opening may have to be 
excised and the wound closed surgically. Chandler* 
recommends the injection of 5% gomenol in olive 
oil into the pleural cavity. This produces an aseptic 
obliterative pleurisy which causes re-expansion of 
the lung. 

If a tension pneumothorax develops, imme- 
diate treatment is essential. Morphine is given to 


lessen respiratory excursions, and oxygen for 

cyanosis. A needle or cannula should be inserted 

into the pleural cavity to allow excess air to 

escape, and thus prevent further mediastinal dis- 

placement. Usually active continuous aspiration is 

required, and may have to be continued for days. 
Case History 

Mr. G. L., 23-year-old medical student.. No pre- 
vious respiratory illnesses except whooping cough 
at one year of age, and occasional head colds since. 
In September, 1949, he was feeling perfectly well. 
On the afternoon of Sept. 4th, 1949, while visiting 
relatives in rural Manitoba, he was awakened 
from a post-prandial nap by the sudden onset of 
severe right-sided chest pain. This was steady 
and compressive in nature, accentuated by cough- 
ing, deep breathing and sudden movements. 
Slightly dyspnoeic, a reflex cough, no sputum, no 
cyanosis. Returned to Winnipeg two days later, 
still bothered by chest pain, which was much less 
severe, however. On Sept.. 6th he noticed a “flop- 
ping” or “splashing” sensation in the right chest 
while climbing stairs. Examination by fellow in- 
ternes in Grace Hospital revealed the following 
signs in the right chest: Slight limitation of 
respiratory movements, hyperresonance, dimin- 
ished tactile fremitus, diminished breath sounds, 
Hippocratic succussion splash. X-ray on Sept. 6th 
showed 25% collapse of right lung with right sided 
pneumothorax, minimal obliteration of right costo- 
phrenic angle. Further investigations: temperature 
consistently normal, Sed. rate 3 mm./hour (West- 
ergren), EKG-normal. Diagnosis of Benign Spon- 
taneous Pneumothorax was made, and patient 
ordered to limit activities. Pain disappeared com- 
pletely by Sept. 10th, 1949. Chest film Sept. 23, 
1949, showed complete re-expansion of the lung. 
Patient has been well since then, and playing 
strenuous sports. 

Comment: This is a very typical case of benign 
spontaneous pneumothorax, except for the clinical 
evidence of pleural effusion, which is quite unusual 
in the idiopathic form. This fluid was not visualized 
radiologically. It may be noted that this man 
has always been Mantoux negative in the past; the 
test has not been repeated since. 
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ee ADDED CONVENIENCE 
FOR THE PATIENT 


The “RAMSES"* “Tuk-A-Way Kit" provides 
added convenience for the patient, for 
tucked into this colorful, washable plastic kit 
she will find all the units essential for 
optimum protection. 
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Clinical Pathology I. 


The Meaning of Numbers 

Paul T. Green, M.D. 

Deer Lodge Hospital 
It has been suggested that a series of articles 
covering laboratory procedures commonly used in 
Clinical Medicine might be useful. It will often 
be necessary to speak in terms of numerical values 
of measurements. Therefore it is worth while 
discussing what these values mean, at the begin- 

ning. 

Concept of Normal 
If a group of supposedly normal individuals is 
taken at random, and a characteristic of this group 
that can be stated on some sort of standard 
scale is measured, it will be found that not all 
individuals have the same measurement. If we 
take height, for example, not all individuals will 
be 170 cm. tall. Some will be taller, and some will 
be shorter, and some will be approximately this 
height. If we take a piece of ruled paper, and make 
a scale along the horizontal line in terms of centi- 
meters, and a scale along the vertical line in terms 
of numbers of heights observed, each time we find 
an individual of, say, 165 cm. we add a point to 
the column rising above the 165 cm. mark. If a 
large number of individuals is taken, and their 
measurements so plotted, and a smooth line drawn 
through the top points of each column, a curve will 
be obtained like that in Figure 1. This is a perfect 


A Figure 1. B 


frequency curve. The highest point on the curve 
is the same as the average or mean height, on a 
curve of this nature. It is clear that when an 
individual has his height measured, the further his 
height is away from the mean, the less likely he is 
to be included in a curve constructed from the 
heights of so-called normal individuals. If we 
subtract the difference between the height of each 
individual and the mean height for the group of 
individuals (and this may be a positive or a nega- 
tive value), and then we square this figure (which 
makes all the figures of positive value), add all 
these squared differences together and divide the 


result by the total number of individuals measured, 
we obtain a figure known as the Standard Devia- 
tion from the Mean (S.D.). It can be shown that 
Mean + the Standard Deviation will include about 
two-thirds of all measured “normal” individuals; 
the Mean + 2xS.D. will include 95% of these indi- 
viduals, and the Mean+3xS.D. will include over 
99% of them. 

Generally speaking, the figure of the Mean+ 
2+S.D. is taken as the “normal range.” vi 

In other words, when a figure of normal range 
of measurement is given, we imply that any 
measurement outside this range has less than five 
chances in one hundred of being in a measurement 
of this characteristic in a large group of supposedly 
normal individuals. It dces not mean that a 
measurement outside this range is necessarily 
pathological, although the chances are that it is. 
Similarly it does not mean that a measurement 
inside this range need not be pathological. For 
example, if we measured the heights of a group of 
individuals who were known not to be “normal” 
we would find that many of these had heights that 
fell within the so-called normal range. 

Our concept of normal measurement, therefore, 
merely gives the relationship of the measurement 
on an individual with whom we are dealing in 
relationship to a large group of supposedly 
“normal” individuals. 


Concept of Error 


If we took an individual who was about the 
average height, let us say 170 cms., and we took 
one hundred other individuals and gave them a 
ruler and said: “Measure the height of that indi- 
vidual,” all measurements would not be the same. 
If we allowed each to bring his own ruler there 
would be even a greater variation in measurements, 
because in addition to the individual measurer’s 
error, we also add the error due to differences in 
the manufacture of the rulers, unless each had a 
very accurate type of ruler. If we plotted the 
measurements of all of these individuals in the 
same manner as we plotted the heights of various 
individuals, we would find that the measurements 
were distributed over a similar type of curve. We 
would find that the greatest number of same 
measurements would occur at the average or mean 
for the group, and as we got further to either side 
of this measurement (that is shorter or taller 
measurements) there would be progressively fewer 
of them. We can assume that the true height of 
the individual corresponded to the average height 
so determined; and that those measurements that 
differed from this average, or mean, were in error, 
and the further they were away from the mean 
the greater the error. Therefore the more accurate 
the rulers and the more accurate the people who 
did the measuring, the less the measurements will 
deviate from the mean. If we calculate the Stand- 
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ard Deviation here, as we did before, we know 
that the Mean + 2xS.D. will include 95% of 
measurements. 


Let us assume that the mean height for the 
above mentioned individual was 170 cm., and the 
Standard Deviation was 1.5 cm. The Standard 
Error is 1.5 em., which means that if a measure- 
ment is recorded as 170 cm. the chances are two 
out of three that the true height of this individual 
is between 168.5-171.5 cm. Frequently the term 
Probable Error is used. This is obtained by multi- 
plying the Standard Deviation by 0.6745. It means 
that when a measurement is made by a method 
that has been worked up to give a known Probable 
Error, the chances are 50-50 that the true result 
will be within the limit of the probable error. 

In the example above 1.5 cm. x .6745=1.0 em.— 
that is when a measurement of 170 cm. is recorded 
on a single individual, the chances are 50-50 that 
his true height is between 169-171 cm. 

Error may also be expressed as % error; it 
may be expressed as what % the Probable Error 
is of the mean. In the above example, the Prob- 
able Error was 1.0 cm., with a Mean of 170 cm.—or 
Probable % Error of 0.6%. 


Significant Differences 

A little thought about Error will at once sug- 
gest the following line of reasoning; if a measure- 
ment which is subject to error expresses the prob- 
able range within which the true value of the 
measurement lies, and if we make this measure- 
ment at one time, and then repeat it some time 
later, how do we know if the true value has 
changed? 

Let us take, for example, a patient who has a 
hemoglobin estimation done. This week it is re- 
ported as, let us say, “87%,” and next week it is 
repeated and reported as “93%.” Can we say that 
this hemoglobin has “Gone up?” If the Error in 
the particular laboratory is known, and let us say 
they have found that their % Probable Error is 
5%, the first report means that there is a 50-50 
chance that the true hemoglobin lies between 82 
and 92%; and the second one lies between 88 and 
98%. The true value, therefore, may be the same 
on both occasions, and may really not have changed 
at all. 

If the difference between two results is greater 
than the Probable Error of the method, then there 
is a 50-50 or better chance of the true values being 


different. If their difference is as great as the 
Standard Deviation (or Standard Error) or more, 
then the chances are two out of three that they 
are truly different, if it is 2xS.D. or more, then 
there is a 95% chance or better that there is a true 
difference, and if the difference between them is 
3xS.D. or better it is almost certain that there is a 
significant difference between the readings. 
Significant Figures 

The statement—‘Figures don’t lie,” is a ter- 
rible lie. This conception has arisen in those who 
can use absolute measurement. For example, if 
you have ten one dollar bills in your pockets, you 
are certain that you have ten dollars—you can 
count them and there is no doubt about it. This 
is an absolute figure—unless you do not know how 
to count. However, if you measure the length of 
one of your dollar bills and say that all dollar bills 
are 6.2 inches long, an intense argument may 
arise. Your measuring stick may not be so 
accurate, and dollar bills may vary in length one 
from another. If you said “dollar bills are about 
six inches long” there probably would not be an 
argument because you have not set such a definite 
limit on their length. 

The point is, that a figure of measurement im- 
plies a certain accuracy. If you say the bill is about 
six ins. long, you imply that it is somewhat between 
five and seven inches long. If you say that it is 
6.2 inches long, you imply that it is somewhere 
between 6.15 and 6.25 inches in length. 

For another example—a technician reports a 
red cell count as “5,000,000.” She implies that 
there are exactly 5,000,000 red cells in each cubic 
millimeter of blood in that patient, and not one 
cell more or less. This is obviously beyond the 
limits of her method. She would be much better 
advised to report this count as “5.0 million,” which 
implies that the count is somewhere between 4.5 
and 5.5 million, and nearer the accuracy of her 
method; or if she is very careful, she could report 
the result as “5.00 million.” This may appear to 
be a small point, but if we all watched our “sig- 
nificant figures” we would be constantly remind- 
ing ourselves of the limitations in methods of 
measuring that we use. 

Reference 


Statistical Methods for Medical and Biological 
Students. Gunnar Dahlberg, Allen and Unwin, 
London, 1948. 
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Medico-Historical 


It gives me much Despair in the Design of re- 
forming the World by my Speculations, when I 
find there always arise, from one Generation to 
another, successive Cheats and Bubbles, as natural- 
ly as Beasts of Prey and those which are to be 
their Food. There is hardly a Man in the World, 
one would think so ignorant, as not to know that 
the ordinary quack Doctors, who publish their 
great Abilities in little brown Billets, distributed 
to all who pass by, are to a Man Impostors and 
Murderers; yet such is the Credulity of the Vulgar, 
and the Impudence of these Professors, that the 
Affair still goes on, and new Promises of what was 
never done before are made every Day. What 
aggravates the Jest is, that even this Promise has 
been made as long as the Memory of Man can 
trace it, and yet nothing performed, and yet still 
prevails. As I was passing along to Day, a Paper 
given into my Hand by a Fellow without a Nose 
tells us as follows what good News is come to 
Town, to wit, that there is now a certain Cure for 
the French Disease, by a Gentleman just come 
from his travels. 

In Russell-Court, over against the Cannon-Ball, 
at the Surgeon’s Arms in Drury-Lane, is lately 
come from his Travels a Surgeon who hath prac- 
tised Surgery and Physick both by Sea and Land 
these twenty-four Years. He (by the Blessing) 
cures the Yellow Gandice, Green Sickness, 
Scurvey, Dropsie, Surfeits, long Sea Voyages, 
Campains and Women’s Miscarriages, Lying-In, 
Etc., as some People that has been lame these 
thirty Years can testifie; in short, he cureth all 
Diseases incident to Men, Women, or Children. 

If a Man could be so indolent as to look upon 
this Havock of the human Species which is made 
by Vice and Ignorance, it would be a good ridicu- 
lous Work to comment upon the Declaration of 
this accomplished Traveller. There is something 
unaccountably taking among the Vulgar in those 
who come from a great Way off. Ignorant People 
of Quality, as many there are of such, doat exces- 
sively this Way; many Instances of which every 
Man will suggest to himself without my Enumera- 
tion of them. The Ignorants of lower Order, who 
cannot, like the Upper Ones, be profuse of their 
Mony to those recommended by coming from a 
Distance, are no less complaisant than the others, 
for they venture their lives from the same admira- 
tion. 

The Doctor is lately come from his Travels, and 
has practised both by Sea and Land, and therefore 
cures the Green-Sickness, long Sea Voyages, Cam- 
pains, and Lying-In. Both by Sea and Land;—I 
will not answer for the Distempers called Sea 
Voyages and Campeins; but I dare say, those of 
Green-Sickness and Lying-In might be as well 
taken Care of if the Doctor staid a-shoar. But the 
Art of managing Mankind, is only to make them 


stare a little, to keep up their Astonishment, to let 
nothing be familiar to them, but ever to have some- 
thing in your Sleeve, in which they must think 
you are deeper than they are. There is an ingenious 
Fellow, a Barber, of my Acquaintance, who, besides 
his broken Fiddle, and a dryed Sea-Monster, has a 
Twine-Cord, strained with two Nails at each End, 
over his Window, and the Words Rainy, Dry, Wet, 
and so forth, written to denote the Weather accord- 
ing to the Rising or Falling of the Cord. We very 
great Scholars are no apt to wonder at this: But 
I observed a very honest Fellow, a chance Cus- 
tomer, who sat in the Chair before me to be shaved, 
fix his Eye upon this miraculous Performance dur- 
ing the Operation upon his Chin and Face. When 
those and his Head also were cleared of all In- 
cumbrances and Excrescences, he looked at the 
Fish, then at the Fiddle, still grubling in his 
Pockets, and casting his Eye again at the Twine, 
and the Words writ on each Side; then altered his 
Mind as to Farthings, and gave my Friend a Silver 
Sixpence. The Business, as I said, is to keep up 
the Amazement; and if my Friend had had only 
the Skeleton and Kitt, he must have been content- 
ed with a less Payment. But the Doctor we were 
talking of, adds to his long Voyages the Testimony 
of some People that has been thirty Years Lame. 
When I received my Paper, a sagacious Fellow took 
one at the same time, and read till he came to the 
thirty Years Confinement of his Friends, and went 
off very well convinced of the Doctor’s Sufficiency. 
You have many of these prodigious Persons, who 
have had some extraordinary Accident at their 
Birth, or a great Disaster in some part of their 
Lives. Any thing, however foreign from the Busi- 
ness the People want of you, wiil convince them 
of your Ability in that you profess. There is a 
Doctor in Mouse Alley near Wrapping, who sets up 
for curing Cataracts upon the Credit of having, as 
his Bill sets forth, lost an Eye in the Emperor’s 
Service. His Patients come in upon this, and he 
shews the Muster-Roll, which confirms that he was 
in his Imperial Majesty’s Troops; and he puts out 
their Eyes with great Success. Who would believe 
that a Man should be a Doctor for the Cure of 
Bursten Children, by declaring that his Father 
and Grandfather were born bursten. But Charles 
Ingoltson, next Door to the Harp in Barbican, has 
made a pretty Penny by that Asseveration. The 
Generality go upon their first Conception, and 
think no further; all the rest is granted. They take 
it, that there is something uncommon in you, and 
give you Credit for the rest. But as I have 
here taken much Liberty with this learned 
Doctor, I must make up all I have said 
by repeating what he seems to be in Earnest in, 
and honestly promise to those who will not receive 
him as a great Man; to wit, That from Eight to 
Twelve, and from Two till Six, he attends for the 
good of the Publick to bleed for Three Pence. 
Addison: The Spectator III 
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BOOK REVIEWS 
A New Medical Journal 


Lippincott’s are publishing in January, 1950, 
what must become one of the most valuable and 
popular national medical journals. It is a com- 
bination of their “American Practitioner” and 
“Digest of Treatment.” The excellent original 
articles in the one will now be supplemented by 
the abstracts of the other. 

Those who during the four years of its existence 
have been subscribers to the “American Practi- 
tioner” know how timely and useful are its con- 
tents; and those who have come to rely upon the 
“Digest” would not be without it. The new 
combination wil! make an ideal journal, not only 
for practitioners but for everyone who wishes to 
keep in touch with all branches of medicine. The 
subscription is $10.00. The publishers are J. B. 
Lippincott, Montreal. 


Poliomyelitis 

“The National Foundation of Infantile Paralysis 
of the United States celebrated its tenth anni- 
versary by sponsoring the First International 
Poliomyelitis Conference which was held in New 
York City, July 12-17, 1948. The purpose of this 
conference was to co-ordinate and evaluate the 
progress made by medical science in tlie study of 
infantile paralysis during the last decade. This 
was the first time that information on this disease 
was exchanged internationally on such an ex- 
tensive basis. Outstanding laboratory and clinical 
authorities from all over the world came together 
to further global distribution of vital knowledge. 
Many international medical and scientific institu- 
tions interested in combatting the disease took part. 

Forty-three nations were represented by official 
delegates and many by representative scientists 
as well. The proceedings of the conference were 
carefully recorded; this volume is complete in 
presenting all of the scientific material developed 
by the conference.” 

The above is from the Introduction to a book 
entitled “Poliomyelitis” and subtitled “Papers and 
Discussions Presented at the First International 
Poliomyelitis Conference.” This is the second 
printing of a volume the publication of which was 
aided by a grant from The National Foundation for 
Infantile Paralysis Inc., which accounts for the 
very reasonable price. 

The nature of the material is best revealed by 
the contents which are set forth by sessions. 

Contents 

Session One. The Importance of Poliomyelitis 
as a World Problem. Epidemiologic Patterns of 
Poliomyelitis in Different Parts of the World. 
Economie Aspects of the Management of Polio- 
myelitis. Discussion. 


Session Two. Poliomyelitis: Pathogenesis of 
the Early Stage. The Evolution of Signs and 
Symptoms of Poliomyelitis. Some Aspects of the 
Pathologic Physiology of Poliomyelitis. Discussion. 

Session Three. The Management of Poliomye- 
litis: The Early Stage. Diagnosis and Treatment 
of Poliomyelitis in the Early Stage. Discussion. 

Session Four. Poliomyelitis: The Convalescent 
Stage. The Progressive Pathology of Poliomyelitis. 
Progressive Disabilities in Poliomyelitis. Pro- 
gressive Deformities in Poliomyelitis Discussion. 

Session Five. The Management of Poliomye- 
litis: The Convalescent Stage. The Management of 
Poliomyelitis: The Convalescent Stage. Discussion. 

Session Six. Problems of Rehabilitation. The 
Management of Poliomyelitis: The Late Stage. 
Discussion. 

Session Seven. Bulbar Poliomyelitis: Patho- 
logic Aspects. Neurologic Signs of Bulbar Polio- 
myelitis. Outline of Essential Treatment of Bulbar 
Poliomyelitis. Discussion. 

Session Eight. Immunology and Chemotherapy 
in Poliomyelitis. Mechanisms of Immunity in 
Poliomyelitis. Immunologic Types of Poliomyelitis 
Viruses. Experimental Chemotherapy of Polio- 
myelitis. Discussion. 

Session Nine. Public Health Aspects of Epi- 
demic Poliomyelitis. Public Health Measures. 
Hospitalization for the Poliomyelitis Patient. The 
Families of Children with Poliomyelitis. Discus- 
sion. 

Session Ten. Poliomyelitis Throughout the 
World. Official Delegates from Foreign Coun- 
tries. Index. 

There is no need to stress the value and 
authenticity of the information contained in this 
volume.—J. B. Lippincott Company, Montreal. 
Price $6.00. 


Two Books on Skin Diseases 

Tobias’ “Essentials of Dermatology” is a useful 
book for the practitioner because it is brief, ade- 
quate and up-io-date. It is well illustrated, 
descriptions are concise and clear, the prescriptions 
and treatments include the newest approved rem- 
edies, and the psychosomatic significance of skin 
ailments is given sufficient coverage. The present 
third edition is of 518 pages with 181 illustrations 
of which six are in color.—J. B. Lippincott, Mon- 
treal. 

Lever’s “Histopathology of the Skin” is a new 
publication which is written especially for derma- 
tologists and pathologists. Two hundred and 
twenty-one illustrations — eight in color — and 
several tables supplement the clinical and histo- 
pathological descriptions of almost all cutaneous 
lesions including epidermal and mesodermal 
tumors as well as skin diseases. An extensive 
bibliography is included.—J. B. Lippincott, Mon- 
treal. Price $12.50. 
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Toast to the Ladies 
Dr. F. K. Purdy, Griswold, Man. 


Mr. President, Honored Guests, Ladies and 
those Individuals who came with you: 

The late Franklin D. Roosevelt, probably at the 
suggestion of his famous wife, Eleanor, enunciated 
three rules for the guidance of after-dinner 
speakers—these rules I propose to follow as closely 
as may be—Ist, Be Brief; 2nd, Be Sincere, and 3rd, 
Be Seated. 

When I began to give some thoughtful con- 
sideration to the subject assigned to me—“The 
Ladies”—I found myself completely overwhelmed 
with the vastness of the scope implied in this 
title. 

One could go back in the dim prehistoric past 
and start with that primitive, ferocious, underclad 
creature, the Cave-woman, and trace the evolution 
of the sex dewn through the ages up to today’s 
modern version, well-nigh a perfect being, not 
nearly so ferocious but still more or less under- 
clothed. 

Again one might dilate at great length upon 
the rich heritage handed down to us through the 
part played by those dauntless Pioneer women 
of our Country and Province. Possessed of little 
more than vision, courage, faith and industry, they 
helped to transform a veritable wilderness into 
this land of prosperity and plenty which we enjoy 
today. 

Also one would hardly dare, in the short time 
at our disposal, to attempt to touch on even the 
fringes of the contribution that women have made 
in medicine (in all its branches), in nursing, in 
education, in religion, in colonization, in social 
welfare, in charity, in literature and art, in re- 
search, in law and politics, in industry and com- 
merce, in journalism, in international affairs and 
a host of other fields. 

Volumes could be written, alone, on the part 
played by women in the late and other war efforts, 
both in civilian and active service capacities. 

Women have taken their places alongside of 
men and have well-nigh proved their equal. Some 
wag has remarked that after ail there is very 
little difference between a man and a woman 
today, but slyly adds, “Thank goodness for that 
little difference.” 

Time, as I have said, is limited and the Presi- 
dent is keeping his eye glued on the watch, so I 
must confine myself to a few rather light and 
rambling remarks and abandon any idea of com- 
pletely covering the subject in hand. 

Fittingly enough (based on women’s wearing 
apparel) speeches have been divided into three 
classes and I am choosing the third of these classes. 
The kimona speech is designed to cover the sub- 


Given at the Annual Dinner and Dance, Manitoba Medical 
Association, September 22nd, 1949 


ject fairly well. The girdle address, covering some 
important parts of the subject. Lastly, the bras- 
siere type only touching on a couple of points. 

As already stated, this is becoming more and 
more a woman’s world: When a man is born, the 
first question asked is, “How is the mother?” 
When a man is married, the traditional comment is, 
“What a perfect lovely, blushing bride!” 

And when at last the man dies everyone wants 
to know, “How much did he leave her?” 

Poor man! Like the proverbial worm, he comes 
into existence and wriggles around for a few years 
till some snappy chicken comes along and picks 
him up. 

Many men are distinctly handicapped by being 
born with heads that resemble doorknobs and as 
a result almost any girl can turn them. 

This is said to explain why so many women 
prefer to be handsome rather than clever, realizing 
(as they do) that so many men are dumb and so few 
of them are blind. 

In their infancy small boys just love playing 
with toy soldiers while small girls enjoy painted 
dolls—later on, however, the girls prefer the 
soldiers and the boys really take to the painted 
dolls. 

People are funny and life is queer indeed! 
Marriage has been said to be a wonderful institution 
and it is simply amazing how many of us have 
(with our eyes open) chosen to spend the rest of 
our lives in that institution. Truly “Love is blind 
but marriage can be an eyeopener.” Woman was 
created from man’s rib and she has been ribbing 
him ever since. 

What further might we say about the fair sex? 

Well, we might venture the opinion that they 
retain their age better than men do. 

A little boy was asked, “How old are you, my 
little man?” to which he replied, “Well, mister, I 
can’t quite figure it out for sure. You see it’s this 
way. Mother was 26 when I was born and now 
she’s only 24.” 

Further proof that women age slowly. A scene 
in a court-room: 

Judge asks: “What is your age, madam?” 

Witness replied: “22 years and some months.” 

Judge: “How many months, remember you are 
under oath.” 

Witness: “120, your honor.” 

Secondly, we might cautiously and guardedly 
express the opinion that women can, on occasion, 
be rather unpredictable. An applicant for a 
driver’s license was being examined on his knowl- 
edge of traffic regulations. He was asked, “What 
does it mean when a driver puts out a hand?” After 
due consideration he answered: “If it’s a woman 
driver, it indicates that she is slowing down, stop- 
ping, or turning left; or maybe she’s going to turn 
right or back up; or perhaps she’s shaking the ashes 
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off her cigarette; or she could be admiring her new 
engagement ring; or perchance pointing at a hat 
store. And if the driver is a man it often means 
that he is waving at a woman.” 

Now a couple of short stories in an attempt to 
prove that women possess good memories and have 
a ready wit. 

A minister came into a crowded train and sat 
down in the only available seat. He removed his 
collapsible silk stovepipe hat, deflated it and placed 
it on the seat beside him and promptly dozed off 
to sleep. Shortly afterwards a very stout lady 
with a huge armful of parcels came in and literally 
dropped herself into the seat alongside the sleep- 
ing cleric. The parson woke up with a start and 
was naturally quite perturbed for the welfare of 
his “topper” which obviously the lady was sitting 
on. He blushed profusely and as softly and diplo- 
matically as possible said to her, “Lady, do you 
realize what you are sitting on?” to which she re- 
plied haughtily, “Well I should—I’ve been sitting 
on it for 38 years.” 

Then the story of the Winnipeg traffic cop, who 
had turnea back a number of jaywalkers, and by 
the way, Winnipeg does seem to have developed 
the art of jaywalking to a superlative degree, and 
as he edged them to the curb said to the elderly 
lady who seemed to be the leader of the group, 
“Lady, don’t you know what it means when I put 
up my hand?” To which she replied rather angrily, 
“Well I should hope to tell you, I do after teaching 
for 30 years.” 

Women—“Bless their little hearts’—have an 
implicit and abiding faith in men, especially 
medical men. A certain hospital was being re 
modelled and the location of the outdoor clinics 
was being changed. The hospital administrator 
was not a medical man but, priding himself on his 
knowledge of the profession, he undertook to direct 
the patients to the various clinics. When a sweet 
young damsel appeared and he asked her what 
was her complaint, she wistfully whispered some- 
thing in his ear and was directed to the eye clinic. 
two doors down. In a few minutes the patient 
reappeared accompanied by the opthalmologist 
who inquired of the administrator just why the 
patient had been sent to the eye department and 
received the reply, “Well, why not? She told me 
she hadn’t seen anything for the past two months!” 

Ladies and Gentlemen! Before ending this 
rigmarole of foolishness, fun and frivolity, I would 
like to come down to earth and be serious for a 
moment or two. 

I hope most soberly and sincerely that all the 
foregoing nonsense has not offended any of our 
true and trusty friends, the Ladies, at least not to 
such an extent that we cannot (figuratively 
speaking) make amends and kiss and make up. 
Those in the know tell me that the lady usually 
gets the kiss and the man gets the “makeup.” 


Yes, we do want to honestly declare and empha- 
size that in spite of the reckless and irresponsible 
statements we may (on occasion) make, concerning 
the ladies, we do insist (upon our honor as medical 
men) that down deep in our hearts, you ladies have 
our very utmost in love, respect, devotion, affec- 
tion, admiration, pride and gratitude for all that 
you mean to us. 

We wish you, from the very depths of our great 
big generous bathsized hearts The Very Most of 
the Very Best of all Good Things, now, henceforth 
and forever more. 


You are welcome here 

Be at your ease, 

Get up when you're ready, 
Go to bed when you please. 


Happy to share with you, 
Such as we’ve got, 

The leaks in the roof, 
The soup in the pot. 


You don’t have to thank us 
Or laugh at our jokes 

Sit deep and come often 
You're one of the folks. 


Gentlemen—“The Ladies.” 


Response by Mrs. R. O. McDiarmid 

Mr. President, Honored Guests, Dr. Purdie and 
Gentlemen: 

After listening to Dr. Purdie’s toast I am certain 
we can all be satisfied about one thing. The good 
doctor will never have any trouble getting up to 
heaven—because if he can’t go by freight, he cer- 
tainly can express himself. 

I am reminded about the story of two druggists 
discussing a third. “I understand that he was given 
a medal by the Society of Pharmaceutical Re- 
search.” “That's right,” said the second grudg- 
ingly, “He must be a great Pharmacist.” 

“Yes,” shrugged the first, “But don’t you really 
think he makes his chicken salad a little too salty?” 

Now, I wouldn’t say Dr. Purdie’s toast was too 
salty, but certainly, it was spicy enough. 

He thumbed through the leaves of our wardrobe 
with the ease of familiarity—mentioned about our 
ages—talked of marriage but didn’t intentionally 
ever inflate our ego—realizing, I presume, that a 
little inflation is like a little pregnancy, “It just 
keeps on growing.” 

He stressed that this is becoming more and 
more a woman’s world. It is inevitable that this 
“Battle of the Sexes” is a war that will never be 
won because of too much fraternizing with the 
enemy. Anyway, man knows that woman begins 
by resisting his advances but ends by blocking 
his retreat. 
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When God made woman He did not take part 
of man’s brain or part of man’s foot,- but part of 
his rib. Thus, woman is not to be man’s boss or 
slave, but rather the closest thing to his heart. 

Marriage is a wonderful institution—incidental- 
ly an institution of learning—one where a man 
loses his bachelor’s degree and a woman acquires 
a master’s. The courtship is what man thinks he 
is doing while the woman is deciding whether 
she would be better off if she had him. 

As far as women being unpredictable—who can 
be more unpredictable than a man. This takes me 
back to our wedding day. The toast to the bride 
had been given and all manner of nice things said. 
You know the usual “chit chat,” that, regardless 
of whether you’re a “Cinderella” or “An Ugly 
Duckling,” you’re made to feel that you are the 
most beautiful and most ravishing individual— 
and that he is lucky to be the one you have de- 
cided to spend the rest of your life with. When 
my better half of only one hour arose to make his 
reply, he started out something like this: “Well, 
fellows, I’ve had a trying day. I’ve just acquired 
an awful headache.” And for ten years now I’ve 
been trying to discover if he still has that head- 
ache or if it was a pain a couple of aspirins could 
cure, 

Then there is the story of the young doctor and 
his wife that had new neighbours and the wife 
was much interested in them. In a few days she 
reported. “They seem like such a devoted couple. 
He kisses her every time he goes out and even 
waves kisses to her from the sidewalk. Why don’t 
you ever do that?” 

“Good heavens ” replied the young medico, “I 
don’t even know her yet!” 

In closing, I too want to become sincere and to 
show in a very small way our feeling towards you 
I’m going to tell a story about Mandy. 

Mandy was a little nigger girl who lived and 
worked on an old plantation in the deep south 
and I mean worked. From morning till night, day 
in and day out she swept and dusted, scrubbed and 
polished. 

Mandy’s husband also lived on the plantation 
but he definitely did not work. One day Mandy’s 
mistress stopped to chat. “Why do you put up 
with that shiftless, lazy, good-for-nothing husband 
of yours, Mandy?” 

Mandy stopped her work for a minute—hesi- 
tated — and then replied — rather wistfully, “Yes 
ma’am—I know that Sambo is maybe the laziest, 
most unreliable nigger on dis plantation, but 
ma’am, he isn’t good-for-nothing ’cause he’s what 
makes my life worth livin’.” 

And being the wives and friends of the men 
who are placed on such a high pinnacle—due to 
the tremendous amount of good they do in this 
world and because of their high standards of living 


and due to that untouchable code of ethics fol- 
lowed by the men in the medical profession—do 
you know that makes me feel somewhat like 
Mandy because “that”—gentlemen—is what makes 
life worth living. 


Brandon and District Medical Society 


Presidential Greetings 

Belated but most sincere Presidential Greetings 
to All members, present, potential, and occasional 
attenders. Why so belated? 

Chapter I 

An informal but select meeting of this august 
body was held last July at Clear Lake. Site—The 
summer home of our Vice-President, Dr. J. A. 
Findlay. Time—10.00 p.m. Members present: Drs. 
Findlay and Peters, Brandon, and yours truly. 


Minutes and Agenda 

Dr. Peters pointed out that a President is a mere 
nominal figurehead, selected more for his beauty 
than his brains and that the Vice-President and 
Secretary-Treasurer were the actual grey matter 
and backbone of this organization. It was therefore 
moved by me, seconded by Dr. Peters that the 
Vice-President and Secretary-Treasurer be a com- 
mittee of two, to arrange your meetings. Carried 
by two-thirds majority. Dr. Peters suggested that 
four meetings per year would be plenty, more 
meetings might cause such a huge efflux of Win- 
nipeg doctors, that their numerous and monotonous 
local meetings, lacking a sufficient audience, would 
prove aflop. At this point a snappy Army Nursing 
Sister, an M.O. and a Medical Corporal arrived. 
Our genial host produced some Elixir Vitamin B.29. 
Some time later, moved by Dr. Findlay, seconded 
by Dr. Peters, that the Secretary-Treasurer, Dr. 
F. J. E. Purdie, be a committee of one to arrange 
all the meetings. He, being absent, this was 
unanimously carried. More Vitamin B.29 was 
sampled. Suggested by Dr. Peters, let’s all go to 
the dance. Looking at the M.O., “I am troubled 
by a sore heel,” said the Nursing Sister. Later on, 
the Elixir Vitamin B.29 being all gone, “Could I 
drive you home?” Dr. Peters asked the Nursing 
Sister. After prolonged scrutiny and meditation 
“I’ve got a sore heel,” quoth this lady. The meet- 
ing then adjourned. 

Chapter II 

On Sunday, the 30th of October, our worthy 
Secretary-Treasurer, Dr. Purdie, phoned me in 
great distress. “Brandon General Hospital, Bran- 
don Mental Hospital, Ninette, all seem to lack the 
amount of grey matter essential to a real bang up 
meeting.” “Neepawa, being widely known as a 
highly cultural centre, couldn’t the local profession 
stage a scientific gathering?” This, my Medical 
Confreres, Drs. Howden, Hutchinson, Pierce, Poole 
and Watt, were glad to do. 
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Entertainment of Visiting Ladies 

It is extraordinary how enthusiastic my con- 
freres are re this topic. Dr. Poole has offered to 
take them for a ride. Max Pierce has suggested 
that he serve afternoon tea in his apartment for all 
unmarried ones, chaperon provided by R.C.M.P. 
Swimming, golf, have been suggested, while Tex 
Johnson, Sanitary Inspector, Neepawa Health 
Unit, insists that he take them all to the new 
Nuisance Grounds. 

While this latter suggestion has merit, I am 
endeavoring to suppress same. Re the other sug- 
gestions, I have passed the buck to our Ladies’ 
Committee. They will meet you at the Legion 
Hall and consult your wishes. Miss O. Dennison 
and staff will serve afternoon tea at the Nurses’ 
Home, Neepawa General Hospital. 

I realize it is most difficult to get an R.S.V.P.. 
from a doctor, but same would be of great help 
to the Legion Ladies’ Auxilary in arranging for 
the banquet. Therefore—so that your soup be not 
too watery — please R.S.V.P. On behalf of the 
Profession of Neepawa, hope to be seeing you. 

Sincerely, Murray Clare. 
P.S.—In case my mailing list is incomplete, 
please pass on the good news. 
Programme 
Date: Wednesday, November 16, 1949. 
Place: Legion Hall, Neepawa, Manitoba. 
Scientific Programme—aAll nurses, pupil, practical 
or grads are cordially invited to attend these 
lectures. 


2.30 - 3.30 p.m.—Dr. Murray McLandress, Winnipeg. 
“Problems in Premature and Infant Feeding.” 


3.30 - 4.30 p.m.—-Dr. A. Hollenberg, 
“Some Aspects of the Diabetic.” 
4.30 - 5.30 p.m.—Dr. John Gemmell, Winnipeg. 
“Radio Active Isotopes.” 

5.30 - 6.30 p.m.—Social Hour—The Neepawa Medi- 
cal Profession welcomes visiting Doctors, their 
wives, girl friends or what have you. 


6.30 - 8.00 p.m.—Banquet for above—sponsored by 
the Legion Ladies’ Auxiliary. President Mrs. 
H. Dunbar. Dinner, $1.50 per plate. 

Entertainment—Mr. Gerald Death, pianist. 

Speakers—Dr. O. McDermid, Brandon; Dr. J. S. 
Poole, Neepawa. 


Public Evening Meeting—Sponsored by 
Neepawa Chamber of Commerce 

8.00 - 8.45 p.m.—Speaker from University of Mani- 
toba. “History of Your University.” 

8.45 - 9.15 p.m.—Dr. Watt, Medical Health Officer, 
and Mr. T. Johnson, Sanitary Inspector, Nee- 
pawa Health Unit, will show films on Public 
Health. 

9.15 - 10.00 p.m.—Dr. A. Hollenberg, “Free Medical 
Services as I Saw Them in New Zealand.” 
Ladies’ Committee—Miss Olive Dennison, R.N., 

Matron Neepawa General Hospital; Miss Jean 

Heighton, R.N., Neepawa Health Unit, and the 

wives of local Doctors. 

Your Neepawa hosts pride themselves that no 
expenses have been spared to make this banquet 
a memorable one. During this festive hour a 
pleasing vocal ensemble has been arranged. Dr. 
S. Evans and our esteemed Minister of Health, Mr. 
Ivan Schultz, will render “Let Me Call You Sweet- 
heart.” 


Winnipeg. 


OBITUARY 


Dr. Arthur Larose 


With the passing on December 5 of Dr. Arthur 
Larose at the age of 83, northern Manitoba lost 
one of its pioneers and a lover of its wide open 
spaces. In 1902 when The Pas was an outpost 
village in the Northwest Territories he settled 
there as a medical officer for the Indian Affairs 
branch and thus became the first permanent doctor 


of what is now northern Manitoba. Hls duties led 


him to use all methods of transportation—canoe, 
dog team, and towards the end the automobile and 
airplane. 


Born Sept. 26, 1866, at Vercheres, Que., he 
studied at L’Assumption College and obtained his 
medical degree from Victoria University, Toronto, 
in 1890. In 1933 he was made a life member of 
the College of Physicians and Surgeons of Mani- 
toba. 

In the influenza epidemic of 1919 he did valiant 
work for the Indians who suffered heavily from 
the disease. Not only did he bring medical care, 
but also provisions to the widely scattered stricken 
settlements, and thus saved many lives. His life 
was one of devotion to duty. 

He is survived by four daughters and one son. 
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Specialists and general practitioners 
across the country are in agreement on PRISCOLINE'S* daily 
valve to them in their work. Because PRISCOLINE’S basic 
action consists in effectively dilating the arterioles 
and because this action is exerted in every part of the body, 
an almost unlimited field is opened for its use 
both in a wide variety of specialties and in everyday practice. 


Among the many fields in which PRISCOLINE has been shown 
to be of outstanding value, may be cited: 
@ The treatment of peripheral vascular disease !, 2, 3. 
@ The prevention of complications in diabetes mellitus 3, 4. 
@ The alleviation of pain in acute anterior poliomyelitis 5. 
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The Next Convention 


The 1949 Convention is over but it is not 
too early to think of that to be held in 1950, and, 
regarding future conventions we have some 
thoughts in mind. 

We have, essentially, two suggestions to make, 
first that the speakers be either chiefly or alto- 
gether outsiders, and, second, that now is the time 
for Committees to begin their work. 

People attend meetings for one of two reasons: 
Either the speaker is a man they want to hear 
what ever be his topic, or the topic is one upon 
which they want instruction whoever be the in- 
structor. The ideal attraction is the desirable 
speaker and the pertinent topic—a combination 
which showed itself in Dr. Ebaugh’s presentations 
a year ago. Those who attended will remember 
that in a large hall seats were at a premium. 

Why not let us try to obtain this combination at 
future conventions? Not in the case of a single 
speaker but in the case of four or even six 
speakers. The C.M.A. pays the expenses of two 
visitors. The Gordon Bell Lecture Fund could 
supply a third. The General Practitioners Associa- 
tion could furnish a fourth. The Association could 
easily afford two others. Each speaker could well 
speak twice and so together they could supply the 
bulk of the programme. There would still be 
room for local contributors and, in any case, they 
would act as openers of discussion. 

The benefits of such an arrangement must be 
obvious to everyone. First we would have an op- 
portunity to listen to authoritative discourses by 
men whom many of us could otherwise hear only 
after expensive travel. Second, their presence on 
a programme would assure a maximum attendance. 
Indeed we might find in the audience many who 
had come from adjacent Provinces and* even from 
the adjoining States. Third, our friends the 
exhibitors (and when I call them friends I mean 
it) would come in large numbers, and by supply- 
ing an increased revenue, would pay for the im- 
portation of speakers. 

However, if we want to see our convention 
meeting thronged next October the start must 
be made soon. Important speakers have full time 
schedules and must be given ample opportunity to 
arrange their plans. The programme should be 
complete months before the meeting and 
we should have it for publication not a week or 
two after the Review is ready for the press but two 
months before the meeting. 

The Publicity Committee, also, should early pre- 
pare its plans. There is no good reason why we 


EDITORIAL 


J. C. Hossack, M.D., C.M. (Man.), Editor 


should confine our publicity to Manitoba. The 
scientific papers can be enjoyed by people who live 
elsewhere. We see no reason why our neighbours 
to the South should not be invited. For many of 
them Winnipeg is the nearest big city, and in any 
case others might be curious to see how things 
are done here. There is, moreover, a large number 
of former Manitobans practicing in the United 
States, many of whom, given timely notice, would 
take the opportunity to revisit us. 

In fact if we are to have Conventions we might 
as well make them the best possible conventions 
and there is no reason why we can’t. 


About Typographical Errors 


The policeman’s lot, wrote W. S. Gilbert, is not 
a happy one. Neither is that of an editor or, at 
least, of this particular editor. The deep creases 
that furrow my brow, the air of dejection which 
hangs so deeply about me, are due in large part 
to my editorial distresses. 

Not least among these are typographical errors. 
Despite the fact that each manuscript is checked 
at least three times these damnable disturbers of 
my peace manage to escape detection. Yet when 
they get into print there they are standing forth as 
prominently as so many sore thumbs. Usually they 
confine themselves to the inside of the book but 
in December they broke through to the cover. 
Under the caption of “Obituary” came Dr. Adam- 
son’s article on Fear as if he were reporting the 
death of that emotion. I am going to hear a lot 
about that juxtaposition. 

The fact is, we were delayed in getting to press. 
The preparation of an issue should be a leisurely 
process with the editor, long before the deadline, 
unhurriedly making his selection from a large, 
healthy pile of contributions between puffs of his 
pipe and from the depths of an overstuffed edi- 
torial chair. But that is not our lot. First of all, 
and try as we may, we can gather no large pile, 
nor, indeed, any pile at all. We live from hand to 
mouth and starve in the midst of plenty. 

There are so many meetings, so much going on 
and all interesting and instructive. At hospital 
luncheons and ward rounds, at Section and Society 
meetings, at clinico-pathological conferences, week- 
ly, almost daily, we have speakers to right of us, 
speakers to left of us and speakers in front of us 
not, to be sure, volleying and thundering, but 
seldom open to the accusation of writing. 

I have suggested the use of a recording machine 
at these meetings. Then, with a little editing, we 
could get all of this wealth of worth while material. 
After all if the Review is to reflect what goes on, 
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medically, in Manitoba, we must get these presen- 
tations. 

Meanwhile there is each month the desperate 
effort to get material, the frightful last minute 
rush to the printer and all the attendant evils of 
haste including typographical errors. But it is a 
long lane that has no turning. Here is a new 
year and a new volume. Give us a hand and we'll 
give you something of which to be proud. 


About Social News and Its Editor 

Last month Kay Borthwick-Leslie published her 
resignation. When she spoke to me about it I told 
her I did not have the heart to refuse to accept it, 
but made no printed comment because I suspected 
what would happen. And it did happen. A num- 
ber of readers who saw the notice expressed their 
regrets and urged that she be asked to continue. 

Few people could do the job as well and none 
could do it better. There is a sparkle about her 
page that is peculiarly hers. Even the odd slips 
such as Dillinger Clinic for Hollinger Clinic pro- 
voke mirth rather than indignation. To be sure 
there have been errors and omissions but all of us, 
including her critics, transgress in the same way 
and for the same innocent reasons. And I don’t 
believe that anyone at any time could really 
harbour harsh feelings towards such a good scout 
as our Social News Editor. 

I told Kay that I would not ask her to carry 
a burden which was unprofitable and had become 
unpleasant. But I asked her to be good enough 
to carry on until an equally competent successor 
had been found, and she, being a good scout, agreed 
to do so. And so, for your sakes, I took back with 
one hand what I had given with the other. 

But please, ladies and gentlemen, do not be so 
secretive about your doings. It is, I assure you, 
no easy task to fill that page each month especially 
when one has many serious and important duties 
to perform. Readers here and elsewhere are inter- 
ested in the social and personal happenings of our 
medical community, so send her a note or telephone 
her about these things. That is the best way to 
make Kay’s New Year happy. 


The Medical Profession and the Law 


Generally speaking one does not hear or read 
of doctors being consistent law-breakers. It is a 
mystery to me why the profession as a whole 
continues to ignore the requirements of the 
Opium and Narcotic Act. 

The Act states specifically that in the prescrib- 
ing of any amount whatever of Opium, Morphine, 
Cocaine, Heroin or Codeine, either in liquid or 
solid form, or of Codeine Compounds (actually 
the word to be correct from a chemical definition 
should read “Mixtures’”’) in greater strength than 
one-eighth of a grain per tablet or one-third of a 
grain per ounce A WRITTEN PRESCRIPTION IS 


REQUIRED AT THE TIME OF DISPENSING, 
BEARING THE SIGNATURE OF THE DOCTOR 
AND THE DATE; AND FURTHER, THE PRES- 
CRIPTION REQUIRES THE NAME AND INITIAL 
AND ADDRESS OF THE PATIENT. 

In the writing of prescriptions for straight 
Narcotics neither the writer nor the Drug Pro- 
fession has any real kick as the regulations are 
observed to the letter, but when it comes to the 
many semi-proprietary medicines — Pinocodeine, 
Cosadein, Terpo Dionin, Cheracol, 292 Frossts 
Ayersts 334 Capsules, to mention just a few, it is 
a horse of a different color. The Act makes nv 
distinction. 

It is in the matter of this group that the drug 
profession has a legitimate protest. How often 
does the doctor date the prescription when he 
writes it? Not once in a hundred times. How 
much oftener does he or she just phone it into 
the drug store when it would be almost as quick 
and much less troublesome to write it out and 
give it to the patient? 

If the Medical Profession feels that this section 
of the Act is unduly restrictive why does it not 
get up on its combined hind legs and do something 
about it? After all, most of these restrictions were 
made at the instigations of a section of your own 
profession, i.e.. the Dominion and Provincial 
Ministers of Health. 

Speaking as one who has been filling your 
prescriptions for a long time I feel that your atti- 
tude to the law is wrong. You look on the regula- 
tions as silly, unnecessary and inconvenient (I 
hold the same opinion), but as long as they remain 
on the Statutes they are binding on all. 

If you object to them, get out and fight for 
their modification and until you succeed, OBEY 
THE LAW. H. W. MUIR. 


Senior Internships and Residencies 
in St. Boniface Hospital 
Anyone interested in Senior Internships or 
Residencies in St. Boniface Hospital for the year 
June 1, 1950, to June 1, 1951, kindly send applica- 
tions immediately to Sister Superior or Dr. D. S. 
McEwen. 


Course in Applied Physiology 

A Post-graduate Course in Applied Physiology, 
given by different lecturers, wiil begin on Novem- 
ber 28th, at 8 p.m., in the Pathological Theatre at 
the Medical School. The course will consist of 
approximately 25 lectures and it is planned to 
cover the main fields. All lectures will be held 
in the pathological Theatre at 8 p.m. on Mondays 
and will be run consecutively except for holidays. 
The cost will be approximetely $25.00. Will those 
interested, please contact Dr. J. A. MacDonell, at 
Deer Lodge Hospital. 
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Letter to Editor 
March 12th, 1949. 


Dear Sir: 


Kindly permit me to introduce myself to you 
as one deeply interested in the education of the 
young on Science and Health subjects. With this 
end in view, I have already written a few books 
in Tamil entitled “Children’s Everyday Science,” 
“Simple Lessons in Practical Hygiene,” etc. I am 
now trying to revise these and bring them up-to- 
date. Further I have a great desire to write a 
comprehensive text-book in greater detail for use 
of lay people as well as children studying in high 
classes on modern lines in several parts on hygiene 
dealing in all aspects — human physiology and 
anatomy, nutrition — vitamins and deficiency 
diseases — bacteriology, communicable diseases — 
how caused and their prevention — the story of 
preventive medicine — pioneers in medicine — 
Jenner — anti-smallpox serum — Pasteur, battle 
with germs. Lister — antiseptics — the Curies. 
Radium — Simpson — painless surgery — Ront- 
gen — X-rays, etc. the recent researches 
made in the _ field of medicine — Peni- 
cillin, D.D.T., etc. Personal and immunity hygiene 
— child welfare and home-nursing — first aid, 
safety first, etc. I feel I must thoroughly equip 
myself for the task before I launch on an enter- 
prise like this. I am now trying to collect materials 
—literature as well as pictures. I seek your sym- 
pathy and help in the matter. As the editor of a 
journal you may realize the difficulties that an 
author is to fall against in getting references and 
I am addressing you in the belief that you will 
view with sympathy and assist me with enough 
materials for the preparation of the books. 

At the outset I should like to tell you that I 
am living in a village and I am seriously handi- 
capped from want of good reference books and 
illustrated journals on the subjects, as there are 
no library facilities here, living as I do in an out 
of the way place. You need hardly be acquainted 
with the difficulties that a teacher like myself is 
to surmount against in bringing out these publica- 
tions and I feel quite sure you will really appre- 
ciate attempts of this kind especially in view of 
the adverse conditions I am working under and 
also the fact that such books are very rare in our 
language and help me to the best of your ability. 
May vou be good enough to forward me with a 
copy in each of your publications on health and 
modern medicine and a select collection of the back 
issues of your journal. As the editor of a journal, 


I am sure you may be receiving quite a large 
number of boks for review and I shall be much 
obliged to you if you can send me books on human 
physiology, nutrition, communicable diseases, the 
story of preventive medicine, dental hygiene—im- 
munity hygiene, maternity and child welfare, 
first aid — safety first, etc. It will not matter 
much to you if you can spare a single copy of 
these. But they will prove of inestimable help 
to me in the preparation of my books as reference 
materials and form the nucleus of a small library 
I am just now trying to build up. I am appealing 
to you for help in this matter feeling sure my 
appeal will meet with your generous response and 
you will encourage me by sending me some out- 
standing publications on the subjects and enable 
me to push on with my project. I am a self-made 
teacher and you can form an idea of myself, and 
my work from the accompanying opinions. I am 
also sending you per separate a copy of my hygiene 
book for children—which is now out of print. I 
don’t want to make a mere forcible appeal—I only 
wish to assure you that the help you render me 
is not out of place and goes only to a deserving one. 

Any lesson to be effective, you know, should 
have striking pictures. My ambition is to produce 
popular, attractive ones with profuse illustrations 
that will not only explain the subject matter very 
well but also appeal to their imagination and 
stimulate their interest further. I shall be glad 
if you can arrange to send me good photographs 
and pictures to illustrate the text. Need I say I 
shall duly acknowledge your services in my books. 
But do help me. I am far away from you and 
you can easily imagine my anxiety to get your 
letter of goodwill along with your materials. I 
request you to be good enough to send the ma- 
terials as early as possible—as I need them 
urgently—securely packed by Registered parcel 
post to ensure safe reaching. 

I shall not add anything more than express 
my entire confidence in you that you will render 
me sufficient help in the matter and make my 
attempt a complete success. 


Thanking you, 
Yours sincerely, 
M. S. Subramanian, 


Srivarahapuram Street, 
Kallidaikurichi, S. 1. Ry., 
(Tinnevelly District), 
South India. 


(If any of our readers can help Mr. Subramanian 
they are requested to do so.—Ed.). 
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+». admirably meets the need 
Be PLEX 


B-COMPLEX WYETH 


During the acute period the demand for 
vitamin B factors increases tly and 
dietary intake is often limited. The reserve 
of these important factors is thus quickly 

to sub-optimam levela Most 
patients can be expected to recover more 
rapidly if given adequate amounts of a 


complete, well-balanced and potent vita- 
min B complex preparation. 
Also available in Capsule and Injection form. 


~ «+ ready for instant use, 
po dilvent required... . 


TUBEX 
WYCILLIN SUSPENSION 


PROCAINE PENICILUN G 300,000 UNITS FORK 
AQUEOUS INJECTION 


OTHER INJECTABLE PENICILLINS 
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The Prayer of Maimonides (in part) 
1135-1204 A.D. 


Almighty God! With infinite wisdom hast Thou 
shaped the body of man. Ten thousand times ten 
thousand organs hast Thou put within it that move 
in harmony and without ceasing to keep in all its 
beauty the whole—the body, the envelope of the 
immortal soul... . 

To man hast Thou given the wisdom to soothe 
his brother’s sufferings, to know his disorders, to 
extract what substances may heal, to learn their 
powers, and prepare and use them suitably for 
every ill.... 

Inspire in me a love for my Art and for Thy 
creatures. Let no thirst for profit or seeking for 
renown or admiration take away my calling... . 
Keep within me strength of body and of soul, ever 
ready, with cheerfulness, to help and succour rich 
and poor, good and bad, enemy as well as friend. 
In the sufferer let me see only the human being. 

If those should wish to improve and instruct me 
who are wiser than I, let my soul gladly follow 
their guidance; for vast is the scope of our Art. 

In all things let me be content, in all but the 
great Science of my calling. Let the thought never 
arise that I have attained to enough knowledge, 
but vouchsafe to me ever the strength, the leisure 
and the eagerness to add to what I know. For 
Art is great, and the mind of man ever growing. 

Almighty God! In Thy mercy Thou hast chosen 
me to watch beside life and death in Thy creatures. 
I now go to my calling. In its high duties sustain 
me, so that it may bring benefit to mankind, for 
nothing, not even the least can flourish without 
Thy help. 

Objects of the Canadian Medical 
Association 

1. The promotion of health and the prevention 
of disease. 

2. The improvement of medical services how- 
ever rendered, 

3. The maintenance of the integrity and honour 
of the medical profession. 

4. The performance of such other lawful things 
as are incidental or conducive to the welfare of 
the public and of the medical and allied profes- 
sions. 


Objects of the Monitoba Medical 
Association 
To enable the medical profession of the Prov- 
ince to fulfil, by co-operation and unified action, 
those responsibilities to society which its members 
cannot meet by individual action alone, specifically 
and especially: 


ASSOCIATION PAGE 


Ea 


Reported by M. T. Macfarland, M.D. 


1. To enlist and employ the moral influence of 
the united profession to maintain fair relations and 
equality of opportunity among its individual mem- 
bers. 

2. To include and integrate as far as possible 
all other organized special groups in their proper 
relation to medicine as a whole, to help and co- 
ordinate their activities and mediate and harmonize 
their relations. 

3. To help in the advance of all branches of 
medical service and to press for recognition of 
such attainment in proportion to its scientific and 
social value. 

4. To maintain by moral influence the observ- 
ance of professional etiquette in relations among 
its members, and to make such conformity a re- 
quirement for membership in the Association. 

5. To initiate and support measures of public 
benefit where the scope of the individual member 
is restricted by the personal rules of the traditional 
ethical code. 

6. To co-operate with humanitarian efforts to 
furnish medical service to the whole population 
and to press for the highest possible standard in 
such service. 

7. To assist and support constituted authorities 
in matters within the field of medicine. 


The Pledge (Geneva) 

At the time of being admitted as a Member of 
the Medical Profession: 

I solemnly pledge myself to consecrate my life 
to the service of humanity; 

I will give to my teachers the respect and 
gratitude which is their due; 

I will practise my profession with conscience 
and dignity; 

The health of my patient will be my first con- 
sideration; 

I will respect the secrets which are confided in 
me; 

I will maintain by all the means in my power, 
the honour and the noble traditions of the medical 
profession; 

My colleagues will be my brothers; 

I will not permit considerations of religion, 
nationality, race, party politics or social standing 
to intervene between my duty and my patient; 

I will maintain the utmost respect for human 
life, from the time of conception; even under 
threat, I will not use my medical knowledge con- 
trary to the laws of humanity. 

I make these promises solemnly, freely and upon 
my honour. 
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Introducing 


Cafergone 


(E.C.110) 


Oral Migraine Therapy 


paration providing rapid and sure relief to the 
migraine sufferer. Each tablet contains: 


* CAFERGONE is the first highly effective oral pre- 


1 mg. ergotamine tartrate 
100 mg. caffeine (Free Base). 


used ergotamine tartrate to abort or relieve headache and they 
uniformly stated that E.C. 110 was more effective than ergotamine 
used alone”... 

(Horton, Ryan & Reynolds, Proc. Staff Meet., Mayo Clin., 23:105, 1948) 


s . . . “Practically all of the patients in this series had previously 


primarily for the relief of the migraine attack, it is uniformly 
effective and has a much wider range of usefulness in the relief of 
headache of all other types, especially typical and atypical 
histaminic cephalgia”’ . . . 

(Hansel, Ann. Allergy, 6:155 — 161, 1949) 


* . . - “Although E.C. 110 (CAFERGONE) was developed 


preparation to use to abort headaches, especially those of the 
migraine and histaminic cephalgia types”. . . 
(Ryan, Postgrad. Med., 5: 330, 1949). 


# ... “CAFERGONE . . . definitely seems to be an excellent 


Literature and samples available on request. 


SANDOZ PHARMACEUTICALS LID. 


SANDOZ * 391 ST. JAMES STREET WEST MONTREAL, P.Q. 
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Highlights of the Executive Committee 
Meetings Nov. 20 and Dec. 11; 1949 


1, With the provincial election over, the Health 
Survey Committee should be convened, and defi- 
nite “terms of reference” made available. 


2. The “Orthopods” have studied some of the 
criticism concerning the Crippled Children Survey, 
and have proposed some methods for carrying the 
programme to a successful conclusion. Mr. R. H. 
Horner, Executive Director, Ontario Society for 
Crippled Children, was speaker at a dinner meet- 
ing arranged by the Council of Social Agencies on 
November 25th. 

3. Several beneficial changes in administration 
of the Dauphin Diagnostic Unit have already been 
effected as the result of the report presented to the 
Annual Meeting. 

4. It has recently been brought to the attention 
of your Executive Committee that a Winnipeg 
insurance company has been soliciting physician 
membership in an “Association” which will sell 
contracts for prepaid medical care to residents of 
rural Manitoba on a non-group basis. Inasmuch as 
the Manitoba Medical Service, a plan sponsored 
by the medical profession of this province, has 
already indicated the intention to include coverage 
for residents of rural Manitoba, your Executive 
Committee suggests that you give serious con- 
sideration to the implications, withholding, if neces- 
sary, your signature of willingness to participate 
in the new plan until its relation to the Manitoba 
Medical Service has been adequately established. 

5. The appointment of the Fee Taxing Commit- 
tee, Workmen’s Compensation Board, has been 
returned to the Association, and a grant made to 
the Association by the College of Physicians and 
Surgeons towards the cost of the Committee. This 
act of generosity in addition to the increase of the 
amount made available by the College to the 
Association for defraying the out-of-pocket ex- 
penses of Extra Mural speakers is evidence of the 
cordlai relations existing between the two bodies. 


Canadian Arthritis and Rheumatism 
Society 

Dr. Allison reported that confirmation of a 
Division of the Canadian Arthritis and Rheumatism 
Society in the Province of Manitoba was authorized 
by the National Board of Directors on September 
7th, 1949, with the names of the first Board of 
Directors for the Manitoba Division. 

It is estimated that an initial expenditure of 
$50,000.00 will be required, major portion of which 
is for the purpose of equipment. This budget has 
not been passed by National Board and, therefore, 
is not being presented today. 

A special Arthritis Clinic has been established 
in the Outpatient Department of the Winnipeg 


General Hospital. This clinic deals only with 
cases eligible for O.P.D. care on the grounds of 
indigency. At present, new admissions to the 
clinic are coming in at the rate of 2-3 per week; 
many of these have been cared for previously in 
the Medical O.P.D. Hospital admissions are 
arranged through the public wards, and are under 
the care of the Honorary Attending Staff. A rough 
estimate of the number of new cases and consulta- 
tions expected in the course of the next year is 
between 150 and 200 cases. 

A similar clinic is being established in the 
O.P.D. at St. Boniface Hospital. It will serve a 
similar function, though the number of cases seen 
may be a little smaller. It is possible that, if cir- 
cumstances seem to warrant it, an allocation of 
indoor bed space may be made available for a 
certain number of cases. 

While the Princess Elizabeth Hospital is not yet 
in operation, it is expected to be able to accommo- 
date some cases for long term treatment. A defi- 
nite allocation of beds cannot be made, but if other 
demands are not too great, it may be that 15-20 
chronic arthritic cases could be accommodated. 

The Manitoba Division has several objectives 
for the forthcoming year, which are as follows: 

(1) Provision of funds to engage additional 
physiotherapists for the Winnipeg General and St. 
Boniface Hospitals, and to defray a portion of the 
operating expenses of their physiotherapy depart- 
ments. 

(2) Provision of certain physiotherapy equip- 
ment for the Princess Elizabeth Hospital. 

(3) The establishment of a social service 
organization to insure that incapacitated arthritic 
cases are placed in contact with the sources of 
assistance already available, and to assist those not 
eligible for help from agencies already established. 

(4) The establishment of two home physio- 
therapy units to carry out treatments in the homes 
of patients who have difficulty getting to hospital. 
These units will be concerned chiefly with the care 
of those who attend the O.P.D. clinics of the 
various hospitals. It is also hoped that means 
may be found to extend the service to patients of 
privately practising physicians, under their own 
supervision. 


Fee Committee 

7. Several references have been received from 
groups or individuals for consideration by the 
fee committee. Three meetings have been held and 
the decisions of the committee have been ratified 
by the Executive Committee. When forwarded to 
the Board of Trustees, Manitoba Medical Service, 
they must be accepted by that body before they 
become official. Notification is then sent to the 
participating medical members. Sound a bit com- 
plicated? Maybe so, but “doing the fair thing” and 
“obtaining ratification” are sometimes large orders! 
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8. Membership in the Association reached an 
all-time high figure in 1949 with a total of 661, an 
increase over the previous years, though small in 
numbers, was greater in respect of revenue since 
a larger number paid the full membership fee. In 
order to meet the increased fee to the parent body 
(C.M.A.) with no elevation of the conjoint fee, it 
will be necessary that the 1949 record be main- 
tained or superseded. 

9. The Annual Meeting of the Canadian Medical 
Association will be held at Halifax during the week 
of June 19th, 1950. Members are advised to seek 
hotel reservations early if they are not to be dis- 
appointed. 

The date of our own Manitoba Medical Associa- 
tion meeting has been set for the first week of 
October, 1950. It is anticipated that Dr. Charles 
Hill, Secretary of the British Medical Association, 
President of the World Medical Association, and 
widely known as the Radio Doctor will visit the 
four western division meetings. 

10. The Canadian Red Cross Society, Manitoba 
Division, will inaugurate free blood transfusion 
service for the Greater Winnipeg area about the 
middle of January when the new building on 
Osborne Street will be officially opened. The first 
meeting of a committee to obtain donors was held 
on December 8th, and Dr. S. C. Harris, Medical 
Director, attended the Executive Meeting to solicit 
co-operation of the profession. 


College of Physicians and Surgeons 


Following notice of motion given at the Annual 
Council Meeting in October, 1948, approval was 
given in May, 1949, to a resolution that the annual 
fee payable to the licensing body be increased to 
Five Dollars ($5.00). 


In the past three years the College has under- 
taken an increasing share of expenses on behalf 
of the profession as a whole, but dwindling income 
from reduced registration numbers, and mounting 
expenses has made the increase necessary. At the 
1949 Annual Meeting the Council increased the 
grant for Extra Mural expenses of the Manitoba 
Medical Association by Two Hundred Dollars to 
the yearly total of Five Hundred Dollars $(500.00). 
In addition, the Council assumed payment to a 
stated amount of the Fee Taxing Committee, 
Workmen’s Compensation Board, which is appoint- 
ed by the Association. The maximum grant which, 
according to the Medical Act, may be paid for the 
support of the Medical Library, was again author- 
ized by the Council, namely, Seven Hundred and 
Fifty Dollars ($750.00). If the suggestion put for- 
ward by the Editor of the Review, on page 651 of 
the December issue, that the profession sponsor a 


11. Dr. R. W. Richardson, representative to the 
Executive Committee, C.M.A., gave an extensive 
outline of the transactions of that body which met 
on November 28th and 29th. Also discussed was 
the conference on Prepaid Medical Care plans 
which meet prior to the meeting of Executive Com- 
mittee. 


Central District Medical Society 


Near-blizzard weather conditions may have re- 
duced the attendance of outside members but did 
not lessen the enthusiasm of those who attended 
the last meeting for the current year—a dinner- 
meeting, which was held in the Portage Hotel, 
Portage la Prairie, on Monday evening, Dec. 12th. 

Present were: Doctors A. A. Alford, President, 
Oakville; G. P. Armstrong, H. S. Atkinson, G. M. 
Black, G. C. Fairfield, G. H. Hamlin, J. W. Kettle- 
well, C. C. Manly, J. C. Rennie, of Portage, and C. 
W. Clark, A. B. Houston and M. T. Macfarland, 
Winnipeg. 

Following the social hour and dinner, the like of 
which is seldom surpassed, Dr. A. B. Houston spoke 
on “Cardiac Arrythmias with Special Reference to 
Quinidine,” and Dr. C. W. Clark discussed every- 
day problems in the diagnosis and treatment of 
diseases of the Anus and Rectum. Each talk was 
illustrated with lantern slides. The Executive 
Secretary discussed highlights of the recent de- 
velopments in the sphere of Association activity. 


building of its own is to be taken seriously, funds 
greatly beyond the present reserves of the College 
will be required. 


Medical Register 

Names, addresses and qualifications of members 
of the College of Physicians and Surgeons of Mani- 
toba are those officially recorded at the office of 
the Registrar, 604 Medica] Arts Building. If there 
has been any recent change in address or qualifica- 
tion kindly notify the office at the earliest oppor- 
tunity. THANKS! 


Hycodan Bitartrate 


Manufactured by ENDO PRODUCTS INC. 


A selective antitussive for simplified cough therapy. 
It is produced from Codiene, and is supplied in syrup 
and tablet form. The advantages of HYCODAN over 
Codiene are less inhibition of expectoration, smaller 
doses required, non constipating, prompt action, 
prolonged effect. For clinical reports and references 


Guy Bate Agency 


Sole Distributor 


221 McDermot Ave. Winnipeg. Man. 
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DACORENE 


(N-diethylaminoethoxy-2-diphenyl hydrochloride) 


CARDIAC SPASMOLYTIC 
with both 
AURICULAR AND VENTRICULAR ANTIFIBRILLATORY ACTIONS 


angina due to coronary disease associated 
with electrocardiographic changes 


angina with aortitis 


and angina with left ventricular insufficiency 


brings relief 
i uncomplicated angina (spasm) 


myocardial infarction 


arrhythmia without painful manifestations 


sugar-coated tablets of 25 mg. 


INFORMATION AND SAMPLES ON REQUEST 
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Department of Health and Public Welfare 


Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


DISEASES 


Anterior Poliomyelitis 


Diphtheria - 


Diphtheria Carriers ay 


Dysentery—Amoebic 
Dysentery—Bacillary 
Erysipelas ___- 


Encephalitis 


influenza 


Measles 
Measles—German 

Meningococcal Meningitis _ 
Mumps 


Ophthalmia Neonatorum 


Pneumonia—Lobar 
Puerperal Fever 


Septic Sore Throat 


Tupercuiosis 


Typhoid Fever _ 
Typhoid Paratyphoid .. 


Typhoid Carriers 2 


Undulant Fever 
Whooping Cough _ 


Svphilis 


Diarrhoea and Enteritis, under 1 | yr. 


1949 


1948 Total 


Nov. 6 to 
Dec. 3,’49 
10 10 
360 141 


fos) 


CO 


27 


Four-Week Period November 6 to December 3, 1949 


DISEASES 
(White Cases Only) 
“Approximate population. 
Anterior Poliomyelitis 


Chickenpox _ 
Diarrhoea and Enteritis _ 


Diphtheria Carrier 


Dysentery—Amoebie 


Dysentery—Bacillary . 
Encephalitis 

Erysipelas _ 
Infectious Jaundice 

Influenza 

Measles 

Measles, German _ 
Meningitis Meningococcal = 
Mumps 
Pneumonia, Lobar 
Scarlet Fever __ 
Septic Sore Throat _... 
Trachoma 

Tuberculosis 

Typhoid Fever 


Typh. Para-Typhoid 


Whooping Cough _ 
Gonorrhoea 


*779,000 


Manitoba 


Saskatchewan 

Ontario 
*2,962,00 

Minnesota 


*861,000 


8 *3,825,000 


Oct. 9 to 
Nov. 


Dec. 28,'47 to 
Nov. 27,'48 


Oct.31to  Oct.3to Jan.2to 
Nov. 27,'48 Oct. 30,48 Nov. 5,49 
9 113 136 
382 1451 2702 
17 40 


fo =] 

arHo® 
we 


Chickenpox and Measles have both been epidemic in some 
parts of the province. Flin Flon has had more than its 
share of measles lately. 


Scarlet Fever of a mild type has continued to spread 
through the province with local outbreaks at several 
points. 

Tetanus has been rare this year with only 3 cases reported. 


Trachoma—Three cases in one family reported — not new 
infections. 


Tuberculosis shows a definite decrease in 1949. 


DEATHS FROM REPORTABLE DISEASES 
For Four-Week Period November 2 to November 29, 1949 


Urban—Cancer, 50; Influenza, 2; Pneumonia Lobar (108, 107, 
109), 4; Pneumonia (other forms), 5; Syphilis, 1; Tuber- 
culosis, 4; Cerebrospinal Meningitis, 2; Diarrhoea and 
Enteritis, 2. Other deaths under 1 year, 20. Other deaths 
over 1 year, 166. Stillbirths, 9. Total, 195. 


Rural—Cancer, 19; Lethargic Encephalitis, 1; Pneumonia 
Lobar (108, 107, 109), 1; Pneumonia (other forms), 5; 
Tuberculosis, 9; Septicemia, 1; Hodgkin's Disease, 1; 
Diarrhoea and Enteritis, 4. Other deaths under 1 year, 
= Other deaths over 1 year, 157. Stillbirths, 10. Total, 
183. 


Indians—Pneumonia (other forms), 3. Other deaths under 
1 year, 3. Stillbirths, 1. Total, 4 


The Staff of the Department of Health and Public 


Welfare wish you a Happy and Prosperous New Year — and 
less cases of communicable diseases to care for! 
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INSULIN 


PROTAMINE ZINC INSULIN 


In treatment of diabetes mellitus it is frequently necessary to 
supplement control of diet and exercise by the regular use of Insulin 
or Protamine Zinc Insulin. 


INSULIN - TORONTO — 10-cc. vials; 40 and 80 units per cc. 


Made from Zinc-Insulin Crystals 
Rapid Effect — Short Duration 


PROTAMINE ZINC INSULIN — 10-cc. vials; 40 and 80 units per cc. 


Comparatively Slow Effect — Prolonged Duration 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


University of Toronto Toronto 4, Canada 


Depot for Manitoba 
BRATHWAITES LIMITED 
429 Portage Avenue at Vaughan Street, Winnipeg 
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Recent Accessions 
From October, 1937, to October, 1948 
(Continued from March, 1949, Issue) 


General List 


MacCallum, J. B. Short years; the life and letters 
of J. B. MacCallum, by Archibald Malloch. 
Normandie House, 1938. 343 p. 

McCormick, C. O. A textbook on pathology of 
labor, the puerperium and the newborn; 2d ed. 
Mosby, 1947. 514 p. 

MacGregor, A. L. A synopsis of surgical anatomy; 
6th ed. 

Wright, 1946. 714 p. 

MacKenna, R. M. B. Modern trends in derma- 
tology. 

Butterworth, 1948. 432 p. 

Magnuson, P. B. Fractures; 4th ed. 
Lippincott, cl1942. 511 p. 

Markley, K. S. Fatty acids, their chemistry and 
physical properties. 

Interscience Publishers, 1947. 668 p. 

Mazer, Charles. Diagnosis and treatment of 
menstrual disorders and sterility; 2d ed. 
Hoeber, c1946. 

Meigs, J. V. Progress in gynecology. 

Grune and Stratton, 1946. 552 p. 

Mengert, W. F. Post-graduate obstetrics. 
Hoeber, 1947. 392 p. 

Merritt, H. H. Fundamentals of clinical neurology. 
Blakiston, c1947. 289 p. 

Moench, L. G. Headache. 

Year Book Pub., c1947. 207 p. 

Moodie, William. The doctor and the difficult 

adult. 
Cassell, 1947. 296 p. 

Moore, J. E. Penicillin in syphilis. 
C. C. Thomas, c1946. 319 p. 

Morley, M. E. Cleft palate and speech. 
Livingstone, 1945. 160 p. 

Mott, F. D. Rural health and medical care. 
McGraw-Hill, 1948. 608 p. 

Muller, H. J. Genetics, medicine and man. 

Ithaca, N.Y., 1947. 158 p. 

National Research Council of Canada. Associate 
committee on army medical research. 
Medical research and development in the Cana- 
dian army during World War II, 1942-46. 

The Council, n.d. (1946?). 88 p. 
Neal, H. V. Comparative anatomy. 
Blakiston, ¢1936. 739 p. 


MEDICAL LIBRARY 


New York Academy of Sciences. 


Medical Library Will Prepay All Postzge Charges on Rural Manitoba Loans 


Muscular con- 
raction, by Alexander Sandow and others. 
The Academy, 1947. (pp. 665-929 of the Annals 
of the New York Academy of Sciences, v. 47, 
art. 6). 

New York Academy of Sciences. Some aspects of 
red cell production, by Eric Ponder and others. 
The Academy, 1947. (pp. 579-703 of the Annals 
of the New York Academy of Sciences, v. 48, 
art. 7). 

Nicole, J. E. Psychopathology; a survey of modern 
approaches; 4th ed. 

Bailliere, 1946. 268 p. 

Osler, Sir William. A way of life. 
Remington-Putnam, c1932. 47 p. 

Paterson, Donald. Sick chilzren: diagnosis and 
treatment; 6th ed. 

Cassell, 1947. 455 p. 

Piney. Alfred. Sterne] puncture; 3d ed. 
Heinemann, 1946. 80 p. 

Pitkin G. P. Con2Zuction enaesthesia; clinical 
studies. 

Lippincott, c1946. 981 p. 

Portis. S. A. Diseases of the digestive system; 
2d ed. 

Lea and Febiger, c1944. 932 p. 

Potter, E. L. Rh... its relation to congenital 
hemolytic disease and to intragroup transfusion 
reactions. 

Year Book Pub., 1947. 344 p. 

Purves-Stewart, Sir James. The diagnosis of 
nervous diseases; 9th ed. 
Arnold, 1945. 880 p. 

Ranson, S. W. The anatomy of the nervous sys- 
tem; 8th ed. 
Saunders, 1947. 532 p. 

Read, G. D. Childbirth without fear; the principles 
and practice of normal childbirth. 
Harper, c1944. 259 p. 

Recent progress in hormone research; proceedings 
of the Laurentian hormone conference, edited 
by Gregory Pinces. Academic Press. vol. 1, 
1947; vol. 2, 1948. 

Robson, J. M. Recent advances in sex and repro- 
ductive physiology; 3d ed. 

Churchill, 1947. 336 p. 

Robertson, W. E. Diagnostic signs, reflexes and 
syndromes; 2d ed. 
Davis, 1946. 327 p. 

Rosebury, Theodor. Experimental air-borne infec- 

tion. 

Williams & Wilkins, 1947. 222 p. 
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Rubin, E. H. Diseases of the chest, with emphasis 
on X-ray diagnosis; the principles of surgical 
treatment. 

Saunders, 1947. 685 p. 

Rubin. I. C. Uterotubal insufflation; a clinical 
diagnostic method of determining tubal factor 
in sterility. 

Mosby, 1947. 453 p. 

Saul, L. J. Emotional maturity; the development 
and dynamics of personality. 
Lippincott, 1947. 338 p. 

Schaeffer, J. P. Morris’ Human anatomy; 10th ed. 
Blakiston, 1947. 1620 np. 

Scheinker, I. M. Neuropathology in its clinico- 
pathological aspects. 

Thomas, ci947. 306 p. 

Schindler, Rudolf. Gastritis. 
Grune and Stratton, 1947. 462 p. 


Schwedel, J. B. Clinical roentgenology of the 
heart. 
Hoeber, 1946. 380 p. 


Selye, Hans. Textbook of endocrinology. 
Université de Montréal, 1947. 914 p. 
Senn, M. J. E. All about feeding children. 

Doubleday, c1944. 269 p. 


Sequeira, J. H. Diseases of the skin; 5th ed. 
Churchill, 1947. 782 p. 


Sherrington, Sir C. S. The integrative action of 
the nervous system; 2d ed. 

Cambridge University Press, 1947. 433 p. 

Siegler, S. L. Fertility in women. 

Lippincott, c1944. 450 p. 

Simpson, Keith. Forensic medicine. 
Arnold, 1947. 335 p. 

Smillie. I. S. Injuries of the knee joint. 
Livingstone, 1946. 320 p. 

Smithers, DL. W. The X-ray treatment of accessible 
cancer. 

Arnold, 1946. 147 p. 

Spalteholz, Werner. Hand-atlas of human anatomy; 
7th ed. 

Lippincott, c1943. 3 vols. in 1. 

Spence, J. C. The purpose of the family; a guide 
to the care of children; 2d ed. 

Published for the National children’s home by 
the Epworth Press, 1947. 68 p. 

Spillane, J.D. Nutritional disorders of the nervous 
system. 

Livingstone, 1947. 280 p. 

Stefansson, Vilhjalmur. Arctic manual. 
Macmillan, 1945. 556 p. 

Stevenson. G. H. Personality and its deviations; 
an introduction to abnormal and medical psy- 
chology. 

Ryerson, c1947. 362 p. 

Stieglitz, E. J. A future for preventive medicine. 

Commonwealth Fund, 1945. 77 p. 


Stimson, B. B. A manual of fractures and disloca- 
cations; 2d ed. 

Lea and Febiger, 1947. 223 p. 

Strauss, A. A. Psychopathology and education of 
the brain-injured child. 

Grune and Stratton, 1947. 206 p. 

Strecker, E. A. Fundamentals of psychiatry; 
4th ed. 

Lippincott, cl1947. 325 p. 

Stimson, P. M. A manual of the common contagious 
diseases; 4th ed. 

Lea & Febiger, 1947. 503 p. 

Stromsten, F. A. Davison’s Mammalian anatomy 
with special reference to the cat; 7th ed. 
Blakiston, c1947. 349 p. 

Szent-Gregory, Albert. Nature of life; a study on 
muscle. 

Academic Press, 1948. 91 p. 

Taussig, H. B. Congenital malformations of the 
heart. 

Commonwealth Fund, 1947. 618 p. 

Terman, L. M. The gifted child grows up. (Gen- 
etic studies of genius, vol. 4). 

Stanford University Press, 1947. 448 p. 

Thorpe, W. V. Biochemistry for medical students; 
4th ed. 

Churchill, 1947. 496 p. 

Tilton, E. M. Amiable autocrat; a biography of Dr. 
Wendell Holmes. 

Schumer, c1947. 470 p. 

Topley, W. W. C. Principles of bacteriology and 
immunity; 3d ed. 
Arnold, 1946. 2 v. 

Trueta, Josep and others. Studies of the renal 
circulation. 

Blackwell Scientific Publications, 1947. 187 p. 

U. S. Strategic bombing survey. Morale division. 
Medical branch report. The effect of bombing 
on health and medical care in Germany. 

War Dept., 1945. 339 p. 

Vitamins and hormones; advances in research and 
applications. 
Academic Press, 1943-47. vol. 5. 

Walsh, F. B. Clinical neuro-ophthalmology. 
Williams and Wilkins, 1947. 1532 p. 

Weber, F. P. Rare diseases and some debatable 
subjects; 2d ed. 

Staples Press, 1947. 192 p. 

Weihofen, Henry. Insanity as a defence in criminal 
law. 

Commonwealth Fund, 1933. 524 p. 

Weinmann, J. P. Bone and bones. 
Mosby, 1947. 464 p. 

Wexberg, L. E. Introduction to medical psycho- 
logy. 

Grune and Stratton, 1947. 171 p. 

Wharton, L. R. Gynecology, with a section on 
female urology; 2d ed. 
Saunders, 1947. 1027 p. 
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Whitney, D. D. Family skeletons. 
University of Nebraska Press, 1946. 284 p. 

Wiener, Kurt. Skin manifestations of internal dis- 
orders. (Dermadromes). 
Mosby, 1947. 690 p. 

Wilkinson, M. C. Non-pulmonary tuberculosis. 
Hamish Hamilton Medical Books, 1942. 174 p. 

Williams, R. T. Detoxication mechanisms; the 
metabolism of drugs and allied organic com- 
pounds. 
Wiley, 1947. 288 p. 

Winton, F. R. Human physiology; 3d ed. 
Churchill, 1948. 592 p. 

Wintrobe, M. M. Clinical hematology; 2d ed. 
Lea and Febiger, c 1946. 862 p. 

Witmer, Helen Leland. Psychiatric interviews 
with children. 
Commonwealth Fund, 1946. 443 p. 

Wolff, H. G. Headache and other head pain. 
Oxford University Press, 1948. 642 p. 

Wolff, Werner. The personality of the pre-school 
child. 
Grune and Stratton, c1946. 341 p. 


Medical Library Evening Hours 
Sponsored by the Winnipeg Medical Society 
The Library will be open from 8 p.m. to 10 p.m., 
Monday through Friday, for four months, from 
January 4th, 1950, to April 28th, 1950. 
Regulations 
(1) The. Library Committee wishes it under- 


stood that the Closing Hour of 10 p.m. will be 
strictly adhered to; 

(2) All Reading Room facilities available to 
Physicians and Students; 


(3) The Student on duty will assist in looking 
up subjects in the Quarterly Cumulative Index 
Medicus for the last ten years; 

(4) If previous references are required they 
should be obtained during the regular library 
hours (9 a.m. to 5.30 p.m.); 

(5) The Stackrooms will NOT BE OPEN. 


The Medical Library Committee. 
December 6, 1949. 


Rise! for the Day is Passing 


Rise! for the day is passing, 
And you lie dreaming on; 

The others have buckled their armour 
And forth to the fight are gone. 


A place in the ranks awaits you, 
Each man has some part to play; 
The past and the future are nothing 

In the face of the stern today. 


Rise! from your dreams of the future, 
Of gaining some hard-fought field, 
Of storming some airy fortress, 
Or bidding some giant yield. 


Your future has deeds of glory, 
Of honor (God grant it may), 

But your arm will never be stronger, 
Or the need so great as today. 


Rise! for the day is passing, 
The sound that you scarcely hear 
Is the enemy marching to battle— 
Arise! for the foe is here! 


Stay not to sharpen your weapons, 
Or the hour will strike at last 

When, from dreams of a coming battle, 
You may wake to find it past. 


Adelaide Anne Proctor 


Announcement of Annual Awards 


The Royal College of Physicians and Surgeons 
of Canada offers two annual awards to Canadians 
for the best original works in the basic sciences, 
or in clinical research, in Medicine and in Surgery. 


These awards shall be known as “The Royal 
College of Physicians of Canada Medal” and “The 
Royal College of Surgeons of Canada Medal” 
respectively. The recipients of these awards shall 
be invited to present their works at the Annual 
Meeting of the College, their expenses being paid 
by the College. 


The purpose of the awards is to stimulate 
investigative work by young men. An age limit 
of 40 years has therefore been imposed. No award 
shall be made if, in the opinion of the Council of 
the College, the work is not of sufficient merit. 


Candidates intending to compete for the awards 
should obtain from the Secretary’s office details 
regarding length and type of manuscript. An ap- 
plication for the award, accompanied by the manu- 
script, may be submitted to any Fellow of the 
College. Nominations for the awards, accom- 
panied by the manuscripts, may be made only by 
Fellows of the College and must reach the College 
office not later than April 1, 1950. 


Full particulars regarding the requirements may 
be obtained from any Fellow of the College, or 
from the Office of the Honorary Secretary, 150 
Metcalfe Street. Ottawa, Canada.—October, 1949. 
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